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greater antibacterial efficacy... 


for today’s problem pathogens 


Because of the increasing emergence of pathogenic strains resistant 
to commonly used antibiotics, judicious selection of the most effec- 
tive agent is essential to successful therapy. In vitro sensitivity 
studies serve as a valuable guide to the antibiotic most likely to be 
most effective. Both clinical experience and sensitivity studies indi- 
cate the greater antibacterial efficacy of CHLOROMYCETIN 
(chloramphenicol, Parke-Davis) treatment for many resistant 
infections.1-7 


CHLOROMYCETIN is a potent therapeutic agent and, because 
certain blood dyscrasias have been associated with its administra- 
tion, it should not be used indiscriminately or for minor infections. 
Furthermore, as with certain other drugs, adequate blood studies 
should be made when the patient requires prolonged or intermittent 
therapy. 


References (1) Altemeier, W. A.; Culbertson, W. R.; Sherman, R.; Cole, W,; 
Elstun, W., & Fultz, C. T.: J.A.M.A. 157:305 (Jan. 22) 1955. (2) Austrian, R.: 
New York J. Med. 55:2475 (Sept. 1) 1955. (3) Murphy, FE D., & Waisbren, B. A., 
in Murphy, FE D.: Medical Emergencies: Diagnosis and Treatment, ed. 5, Phila- 
delphia, EF A. Davis Company, 1955, p. 557. (4) Weil, A. J., & Stempel, B.: 
Antibiotic Med. 1:319, 1955. (5) Jones, C. P; Carter, B.; Thomas, W. L., & 
Creadick, R. N.: Obst. & Gynec. 5:365, 1955. (6) Kass, E. H.: Am. J. Med. 
18:764, 1955. (7) Tebrock, H. E., & Young, W. N.: New York J. Med. 55:1159 
(Apr. 15) 1955. 
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YOUR PATIENT NEEDS AN ORGANOMERCURIAL 


Practicing physicians know that many years of clinical and laboratory experience 
with any medication are the only real test of its efficacy and safety. 


Among available, effective diuretics, the organomercurials have behind them over 
three decades of successful clinical use. Their clinical background and thousands of 
reports in the literature testify to the value of the organomercurial diuretics. 


TABLET 


NEOHYDRIN 


BRAND OF CHLORMERODRIN (18.3 MG. OF 3-CHLOROMERCURI-2-METHOXY-PROPYLUREA 
EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 
LAKESIDE BRAND OF MERALLURIDE INJECTION 
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Meat... 


and the Need for Reasonable Amounts 
of Fat to Maintain Good Health 


The place of dietary fat in human nutrition is being widely dis- 
cussed. Scientists who know tell us that some fat is desirable in 


our everyday diet whether body weight has to be reduced or not. 


Why are fats important to good health? Because they con- 


tribute to the processes of growth and replacement of tissue. 


Because they are an important source of calories. Because they 
make foods more inviting and better tasting. 


Despite great advances in nutritional knowledge the exact 
role of fat in the diet is not yet fully defined. Yet it is known that 
some fat is necessary in healthful day-to-day nutrition. 

For good health, good nutrition, and tastier meals, be sure 
there is some fat—in reasonable amounts—in your daily diet. 
Meat—the most versatile of high protein and B vitamin foods— 
because of its many varieties and cuts is an excellent vehicle to 
provide this essential fat in any amount desired. Animal fat 


products, such as lard, are not only economical, but add delight- 
fully to the taste appeal of hundreds of recipes. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion, 


American Meat 


Institute 
Main Office, Chicago... Members Throughout the United States 
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for relief that lasts —longer 


Dosage: the usual intra-articular, 

intra-bursal or soft tissue dose 

ranges from 20 to 30 mg. depend- 

ing on location and extent of | 
pathology. 

Supplied: Suspension ‘HyDELTRA’- 

T.B.A.—20 mg./cc. of predniso- 

lone tertiary-butylacetate, in 


5-cc. vials. 


MERCK SHARP & DOHME 
DIVISION OF MERCK @CO., INC. 
PHILADELPHIA 1. PA. 


Anti-inflammatory 
effect lasts longer 


by any other 
steroid ester 


(13.2 days—20 mg.) 


1. Hollander, J. L., Paper read at conference in New York City, May 31 and June 1, 1955 
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Tenniselbow 
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for relief that lasts —longer 


allows early 
ambulation— 
relieves pai 

and swelling 


Duration of relief (6 days—37.5 mg.) 
exceeds that 
provided by any 
other steroid 
ester 


Rheumatoid 
Osteoarthritis 
+ Acute gouty 
Bursitis 
Sprains 
Tendinitis 


Trigger points 
Tennis elbow 
Lumbosacral! 
Capsulitis 
Frozen shouldel 
Coccydynia 
Rheumatoid no 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
rangés from 20 to 30 mg. depend- 
ing on location and extent of 
pathology. 

Supplied: Suspension ‘ayDELTRA’= 
T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 
5-ce. vials. 
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for relief that lasts —longer 


Dosage: the usual intra-articular, 
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T.B.A.—20 mg./cc. of predniso- 

lone tertiary-butylacetate, in 
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MERCK SHARP & DOHME 
DIVISION OF MERCK &CO.,INC, 
PHILADELPHIA 1, PA. 


Anti-inflammatory 
effect lasts longer 
+ than that provided 
by any other 
steroid ester 


(8 days—20 mg.) 


HYDELTRA-T.B.A. 


(13.2 days—20 mg.) 


1. Hollander, J. L., Paper read at conference in New York City, May 31 and June 1, 1955 
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for relief that lasts —longer 


Tendinitis 


Dosage: the usual intra-articular, 
intra-bursal or soft tissue dose 
ranges from 20 to 30 mg. depend- 
ing on location and extent of 
pathology. 

Supplied: Suspension ‘aypELTRA’- 
T.B.A.—20 mg./cc. of predniso- 
lone tertiary-butylacetate, in 
5-cc, vials, 


MERCK SHARP & DOHME 
DIVISION OF MERCK &CO.,1NC. 
PHILADELPHIA 1, PA. 


Duration of relief 
exceeds that 
provided by any Prednisolone Acetate! | eo daye~20 mg) 
other steroid 
ester 


(6 days—37.5 mg.) 


HYDELTRA-T.B.A. 


(13.2 days—20 mg.) 


1. Hollander, J. L., Paper read at conference in New York City, May 31 and June 1, 1955 
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would it be aaa to you in your 


practice to know that there is a food avail- 
able at reasonable prices in the stores 
the year round having these attributes: 


1. High public acceptance as to flavor and palat- 
ability—billions eaten annually. 


2. One of the best of the “‘protective’’. foods with a 
well-rounded supply of vitamins and minerals. 


3. Low sodium—very little fat—no cholesterol. 
4. Sealed by nature in a dust-proof package. 
5. One of the first solid foods fed babies. 


6. Can be easily digested by old folks as well as 
infants. 


7. Can be readily eaten out of hand, in milk shakes, 
on cereals, or in salads. 


8. Can be baked, broiled or fried. 


9. Can be used as an ingredient product in breads, 
pies, cakes and desserts. 


10. Useful in biand and low-residve diets. 
11. Mildly laxative. 


12. May be used in the management of both 
diarrhea and constipation. 


13. Can be used in reducing diets. 
14. Can be used in high-calorie diets. 


15. Useful in the dietary management of celiac 
disease. 


16. Useful in the dietary management of idiopathic 
non-tropical sprue. 


17. Useful in the management of diabetic diets. 
18. Valuable in many allergy diets. 


19. Belongs among foods useful in certain acute 
intestinal infections, 


20. A protein sparer. 
21. Favorably influences mineral balance, 
22. Useful in the management of ulcer diets, 


23. One of the easiest foods to eat or prepare. 


FOR THE NAME OF THIS FOOD, PLEASE TURN THE PAGE 
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BANANAS 
If you would like 


1. The authority for any of the statements 
made on the preceding page... 


2. Additional information in connection with any of them... 
3. The composition of the banana... 
4. The nutritional story of the banana... 


5. Information on various ways to prepare or serve bananas. 


Please feel free to write to 
Director, Chemical and Nutrition Research, United Fruit Company 


PIER 3, NORTH RIVER, NEW YORK 6, N. Y. 


Central Antitussive Effect — mild, dependable 
Topical Decongestion — prompt, prolonged 


Antihistaminic and Expectorant Action 


Neo-Synephine® 
Thenfadii® 
Ditydrocodeinone bitartrate ... 
Potassium guaiacol sulfonate 
Ammonium chloride 


Botties of 16 fi. oz. 


Grand of , 
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 ANTITUSSIVE DECONGESTANT ANTIHISTAMINIC | 
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1.33 mg. 
70.0 mg. 
70.5 me. 
1.0. mg. 
2 ce. 
8% 
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A Better Antihypertensive 


... because among all Rauwolfia preparations Rauwiloid 
(alseroxylon) is maximally effective and maximally safe 
. . . because least dosage adjustment is necessary .. . 
because the incidence of depression is less . . . because 
up to 80% of patients with mild labile hypertension and 
many with more severe forms respond to Rauwiloid alone. 


A Better Tranquilizer, too 


. .. because Rauwiloid’s nonsoporific sedative action 
relieves anxiety in a long list of unrelated diseases 
not necessarily associated with hypertension . . . with- 
out masking of symptoms. . . without impairing in- 
tellectuai or psychomotor efficiency. 

Dosage: Simply two 2 mg. tablets at bedtime. 


Rauwiloid is recognized as basal 
medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, makingsmaller 
dosage effective and freer from side 
actions. . 


Rauwiloid +Veriloid® 

In moderate to severe hypertension 
this single-tablet combination per- 
mits long-term therapy with depend- 
ablystable response. Each tablet con- 
tains1 mg. Rauwiloid and 3 mg.Veri- 
loid. Initial dose, 1 tablet t.i.d., p.c. 


After full effect one tablet suffices. 


Best first step when more potent drugs are needed 


® 

Rauwiloid + 

Hexamethonium 
In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 4 
tablet q.i.d. 


Riker awoeus 
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for “This Wormy World” | 
| ALY 
SYRUP - TABLETS - WAFERS 
Eliminate PINWORMS IN ONE 
ROUNDWORMS IN ONE OR TWO DAYS 
 PALATABLE+ DEPENDABLE+ ECONOMICAL 
weiicome & c0. 5.0) Tuckahoe, 
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Specify INCREMIN TABLETS to stimulate appetite in your problem- 
eater, underweight, or generally below-par patients of all ages. 


INCREMIN TABLETS are highly palatable, caramel flavored. May be 
orally dissolved, chewed, or swallowed. Dosage only 1 tablet daily. 


1-Lysine 300 mg. 

Vitamin Biz 25 mcgm, 

Each INCREMIN TABLET contains: Thiamine (B1) 10 mg. 
Pyridoxine (Be) 5 mg. 

(INCREMIN Drops contain 1% alcohol) 


Remember INCREMIN DRopS. Same formula. Cherry flavor. Can be 
mixed with milk, milk formula, or other liquid. In 15 cc. polyethy- 
lene dropper bottle. Dosage: 0.5 to 1 cc. (10-20 drops) daily. 


t Lederte ) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID: COMPANY, PEARL RIVER, N. Y. 
"Reg. U. S. Pat. Off. 
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for added certaint 


antibiotic therapy... 


multi-spectrum 
synergistically 
strengthened 


tthe antimicrobial spectrum 
of tetracycline extended and 
potentiated to include even 
those strains of staphylococci 
and other pathogens resistant 
to previously employed anti- 
biotic therapy ; and to provide 


tetracycline 
250 MG. 
of ch 
CAUTION: Federe! lt 
dispensing without 


1. a new maximum in thera- 
peutic efficacy 


2. anew maximum in protection 
against resistance 


3, anew maximum in safety and 
toleration 


Capsules: 250 mg. (oleandomycin 
83 mg., tetracycline 167 mg.) 


Pfizer World leader in antibiotic development and production 
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OLEANDOMYCIN TETRACYCLINE 


plus new maximum 
palatability... now available 


with new 


I) mint-flavored 


for ORAL SUSPENSION 


A savory mint flavor, that adds the fur- 
ther certainty of acceptability to anti- 
biotic therapy, particularly for that 90% 
of the patient population treated in the 
home or office where sensitivity testing 
may not be feasible, and where pleasant 
flavor can make the difference between 
prescription adherence and laxity. 


Sigmamycin for Oral Suspension 


is available in 2 oz. bottles containing 1.5 Gm. of 
Sigmamycin (oleandomycin 500 mg., tetracy- 
cline 1 Gm.). When reconstituted each 5 cc. tea- 
spoonful contains 125 mg. of Sigmamycin 
(42 mg. of oleandomycin as the phosphate salt 
with tetracycline amphoteric equivalent to 
83 mg. of tetracycline hydrochloride). 


PFIZER LABORATORIES, Brooklyn 6, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
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Medihaler 


Means self-powered, uniform, 
measured-dose inhalation ther- 
apy ... made possible by specially 
designed metered-dose valve... 


Medihaler 


Means true nebulization. Each 
measured dose provides 80 per 
cent of its particles in the opti- 
mal size range—0.5 to 4 microns 
radius—insuring effective pene- 
tration of the respiratory tract. 


Medihaler 


Means an unbreakable Oral 
Adapter—no movable parts— 
no glass to break—no rubber 
to deteriorate... 


edi 


Medihaler 


Means notably safe and effec- 
tive therapy when indicated for 
children. Medication is in leak- 
proof plastic coated bottles... 


Medihaler 


Medication and Adapter fit into neat 
plastic case, convenient for pocket 
or purse... 


Medihaler 


Means greater economy—no 
costly glass nebulizers to re- 
place, and one or two inhalations 
usually suffices for prompt relief. 


Unique Meassred-Déde Inhalation Méthod 


In Asthma 


For Rapid Relief of Acute or Continuing Bronchospasm 


Medihaler-Epi™ 


Riker brand of epinephrine 0.5% solu- 
tion in inert, nontoxic aerosol vehicle. 
Each ejection delivers 0.125 mg. epine- 
phrine. In 10 cc. vial with metered- 
dose valve, sufficient for 200 inhalations. 


Medihaler-Epi replaces injected epine- 
phrine in emergency situations in which 
respirations have not ceased. It provides 
rapid relief in acute food, drug, or pollen 
reactions (including urticaria, broncho- 
spasm, angioneurotic edema, edema 
of glottis, etc.). In most instances 
only one inhalation is necessary. 


Medihaler-Iso"™ 


Riker brand of isoproterenol HCl 
0.25% solution in inert, nontoxic aero- 
sol vehicle. Each ejection delivers 0.06 
mg. isoproterenol. In 10 cc. vial with 
metered-dose valve, sufficient for 200 
inhalations. 

Note: First prescription for Medihaler medi- 


cations should include the desired medication 
and Medihaler Oral Adapter. 
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KNOX protein 


Knox “Choice of Foods” Diet Can Help Your 
CARDIAC Patients Lose Weight Successfully 


1. Color-coded diets of 1200, 1600 and 1800 calories are 9 Seren =" 
based on nutritionally-sound Food Exchanges." Chas, B. Knox Geletine Co., Ine. 
2. Easy-to-use Food Exchanges (referred to in the Knox Dept. 3-05 
booklet as Choices) eliminate calorie counting by patient. —- 
| 3. Diets promote accurate adjustment of caloric levels to © -‘~Please send me ....... dozen copies of the new illus- « 
| the special needs of the patient yet allow each individual : coed Ee : 
considerable latitude in the choice of foods. * Your Name and Address 
| 4. More than six dozen appetizing, low-calorie recipes are — : 
presented on the last 14 pages of each diet booklet. i 


1. The Food Exchange Lists referred to are based on material in 3 

“Meal Planning with Exchange Lists” prepared by Committees of 

the American Diabetes Association, Inc., and The American Dietetic : 
Association in cooperation with the Chronic Disease Program, Public - 
Health Service, Department of Health, Education and Welfare. 
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The All-Family 
Drink 


For a fact, you can even give this sparkling 
drink to babies—and without any qualms. 
Lots of mothers do just that! 

Just read the ingredients on the 7-Up bottle 
and you'll see why. We’re proud to list them 
for your inspection, even though regulations 
don’t require this on soft drinks. 
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symptomatic 
relief... plus 


XXIII 


Achrocidin 


Tetracycline-Antihistamine-Analgesic Compound 


AcurociDIN is a well-balanced, comprehensive formula 
directly modifying the complications of the common 
cold or upper respiratory infections. 


In addition to the direct benefit of rapid symptomatic 
improvement, ACHROCIDIN promptly controls the bac- 
terial component frequently responsible for the devel- 
opment in susceptible individuals of sequelae such as 
otitis media, sinusitis, adenitis, and bronchitis. 


ACHROCIDIN is convenient for you to prescribe—easy 
for the patient to take. Average adult dose: two tablets 
three or four times daily. 


Available on prescription only 


ACHROMYCIN® Tetracycline . . 125 mg. 


Chlorothen Citrate. . . .. 25 mg. 
Bottle of 24 tablets, 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK t Lederte ) 
*TRADEMARK 
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integrated relief... TABLETS (vellow, coated), each containing 
mild sedation hydrochloride CIBA) 20 mg. 

CIBA visceral spasmolysis 

Summit, N. J. mucosal analgesia 2122200 
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SENSITIZE 


POLYMYXIN B—BACITRACIN OINTMENT 


brand 


For topical use: in % oz. and 1 oz. tubes. 
For ophthalmic use: in % oz. tubes. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥. 
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A 27-year-old man, a chronic alcoholic, was admitted w 
tory of an alcoholic spree followed by 
and chills and fever. 


gg Erythromycin in Treating nheumonia | 
: { 
ith a hy 
Sputum 
q Physical examination showed a temperature of 104 F, and | 
indicated pneumonia in the right lower:lobe, This was confirmed 
by X-ray. .The sputum revealed gram-positive diplococe; and | 
blood culture Subsequently grew Type VII Pneumococei, | 
The patient was treated with erythromycin, 300 Mg. every six 
hours per os. His temperature dropped to normal by 48 hours and 2 | 
| 
| X-ray of the chest revealed considerable clearing by the fourth 
| hospital day. After 10 days hospitalization, the patient Was fit 
for discharge.! | 
| 3 irst Antibiotics Symposium, we reported the successfy! treatment with 
| mromycin of #7. influenzae Pneumonia and bacteremia. A second Patient 
ith influenzae pneumonia and bacteremia had a clinical course almost 
identical to the one Previously reported, with cure obtained by treatment with 
500 mg. of erythromycin per og every four hours for 14 days, 
Of these 132 patients with bacterial Pneumonia, 127 (96%) had a 800d clinigg] 
‘Fesult One patient with lobar Pneumonia had @ good ini in 


Highly 


In one investigation, 75 adult patients with bacterial pneumonia 
were treated with erythromycin. In his summary, the clinician re- 
ported: “It is concluded that erythromycin is highly effective in the 
treatment of pneumonia due to gram-positive bacteria.’”? 

This, of course, is only one of many reports showing the effective- 
ness of ERYTHROCIN against coccic infections. You'll get the same 


good results (nearly 100% in common, bacterial res- bGott 
piratory infections) when you prescribe IBYTHROCIN. 


hrocin 


Erythromycin, Abbott) 


STEARATE 


After a study of 171 patients treated with erythromycin, the investi- 
gator wrote: “‘No serious side effects occurred with prolonged therapy 
or with doses up to 8 Gm. per day in the severe infections.’’! 
Actually, ERYTHROCIN stands on a remarkable record of safety. 
After four years, there’s not a single report of a severe or fatal reac- 
tion attributable to erythromycin. In addition, you'll fird allergic 
manifestations rarely occur. Filmtab ERYTHROCIN 
Stearate (100 and 250 mg.), in bottles of 25 and 100. bbott 


® Filmtab—Film-Sealed tablets, Abbott; pat. applied for. 


1, Romansky, M. = et al., Antibiotics Annual 1955-1956, p. 48, 


2. Waddington, W. S., Maple, F. C., and Kirby, W. M. M., seas 
A.M.A. Archives of Internal Medicine, 1954, p. 556. 
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when you want broad spectrum antibiotic therapy with 


added safety for the many common respiratory, gastro - 


intestinal and urinary tract infections ...the product 


to prescribe is 


Squibb Tetracycline-Nystatin 


the ONLY broad spectrum antibiotic preparation with 


added protection against monilial superinfection 


when you want specific antibiotic therapy for infections 


caused by Candida albicans (monilia) -..the product 


to prescribe is 


MYCOSTATIN 


Squibb Nystatin 


the ONLY effective and safe antifungal antibiotic available 
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Ophthalmic Suspensio 


| (prednisolone acetate and sulfacetamide 


Ointment with Neomyci 
acetate and sodium with sulfat 


acute, 

8 of 42 cases “subsided within four to seven days 

itis “responded successfully to topical Metimyd 
__marginal ul “completely cleared i in 24 he 


ee pphrarritis “responded dramaticatly to both the 
and ointment form of therapy** 
Abrahamson, |. A., Jr., and Abrahamson, 1. A., Src 
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Dosage: The usual adult 
dose is 250 mg. every six 
hours. 
Available in specially 
coated tablets, pediatric 
suspension, drops, oint- 
ments, and I.M.and I.V. 
ampoules. 


when infection 
strikes the respiratory tract... 


ILOTYCIN 


(Erythromycin, Lilly) 


provides singularly effective antibiotic 
therapy because 


e Virtually all gram-positive organisms are sensitive 
e Allergic reactions following systemic therapy are rare 
e Bactericidal action kills susceptible organisms 


e Normal intestinal flora is not appreciably disturbed 


LILLY AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
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Focal Epilepsy 


Surgical Findings in 43 Selected Patients and 
Reports on Six Cases of Special Interest* 


RALPH L. DRAKE, M.D., JAMES S. HIBBARD, M.D.,** 


and LARRY VIN ZANT, M.D., Wichita 


Approximately 750,000 individuals in the United 
States today suffer from epileptic seizures, one of the 
oldest recorded diseases and one which has puzzled 
doctors from the earliest times. 

We wish to call attention to the newer concepts 
of the epileptic state and then to report our experience 
with the surgical treatment of 43 selected cases, each 
of which presented clinical seizures uncontrolled by 
medication. 

Through the use of newer techniques and clinical 
advancement, our conception of the epilepsies has 
greatly changed in the past ten years. This increased 
knowledge has brought out a more practical classifi- 
cation, as suggested by McNaughton:1 

1. Focal epilepsy which includes all cases with 
focal electro-encephalographic fading: and clinical 
focal seizure patterns. 

2. Central epilepsy arising from diencephalon and 
midbrain, showing three-per-second wave and spike 
discharges bilaterally. Major or minor seizures and 
myoclonic jerks characterize this group clinically. 

3. Epilepsy, unlocalized with known cause: The 
electro-encephalogram shows generalized disturbance. 
In this group are (1) diffuse cerebral lesions as en- 
cephalitis, trauma, degenerative diseases, (2) general 
causes as hypoglycemia, cerebral anemia, and anoxia. 

4. Epilepsy, unlocalized, due to unknown causes. 

5. Temporal lobe ( psychomotor) epilepsy, still un- 


classified. 


*From Departments of Neurology and Neurosurgery, 
Wesley Hospital, Wichita. 
** Deceased. 


In the study of epileptic patients there are two 
objectives to be attained. The first is to locate the 
epileptogenic lesion or focal area of discharge, con- 
sidered at present to be the active etiologic factor, 
and the second to determine its nature. 

According to the latest concept the epileptogenic 
lesion, located within the central nervous system, 
causes a periodic discharge of neurones resulting in 
the epileptic seizure. 


Newer concepts of treating epilepsy 
are discussed. Surgical therapy should be 
limited to those amenable to surgery 
and who do not respond favorably to an- 
tiepileptic drugs. Gratifying results ob-, 
tained by surgical therapy in well select- 
ed cases justify the operation. At times 
removal of the “epileptogenic focus” 
constitutes a life-saving measure. 


au 


This abnormal focus, or seat of discharge, consists 
of an area of focal ischemia which occupies an inter- 
mediate zone between the area of the cortex, com- 
pletely cut off from its circulation by the pathologic 
process, and normal grey matter. 

_ This area of focal ischemia which sets off neuronal 
discharges, according to Penfield,? also produces 
simultaneous secondary alteration in intracerebral cir- 
culation...The neuronal discharges are conducted 
through neuron circuits gradually setting up an “epi- 
leptic pattern” through repeated conduction. 
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Pathological Features 


The epileptogenic lesions from the pathological 
standpoint are grouped generally into expanding 
lesions and atrophic lesions. 

It is well recognized that expanding lesions such as 
abscesses and other space-occupying lesions commonly 
cause epileptic seizures. It has been observed by Pen- 
field? that the closer this type of lesion lies to the sen- 
sorimotor cortex, the more apt it is to produce epi- 
leptic seizures. Furthermore, the more slowly growing 
lesions show a greater incidence of seizures, while 
rapidly expanding lesions as cerebral hemorrhage and 
acute brain abscess cause epileptic seizures of a tran- 
sient character. 

The second type of epileptogenic lesion, the atro- 
phic form, comprises the meningocerebral scar and the 
simple atrophic lesions. 

The meningocerebral scar is made up of adhesions 
between dura and brain in which blood vessels and 
connective tissue extend across the subdural space. 
Such scars are the result of lacerated wounds of dura 
and brain, “healed” abscesses, or local meningeal in- 
fections. In the case of such scar formation it is the 
intermediate zone, between the scar and normal brain 
tissue, which undergoes progressive destruction and 
acts as the focal area of discharge. 

In contradistinction to the meningecerebral scar 
which occurs usually in adult life, the simple atrophic 
lesions arise from diseases or injuries occurring frem 
the prenatal period to the first few years of postnatal 
life. During these periods one of the larger cerebral 
arteries may become occluded with loss of brain sub- 
stance in its area of supply. Evagination of the ventri- 
cle into the vacant space occurs with enlargement of 
ventricular walls forming a cyst or unilateral hydro- 
cephalus. 

Thrombosis of cerebral veins occurring in febrile 
illnesses produces partial atrophy of one of more gyri 
which act as focal lesions. Likewise, the site of cere- 
bral hemorrhage may be a focal epileptogenic area 
in which an abnormal gyrus in the neighborhood of 
the cystic area acts as a focus. 

During birth the brain is often subjected to 
anoxemia causing lack of normal growth in a local- 
ized area. In such cases normal gyri grow into this 
atrophic area without accompanying ventricular en- 
largement as in the larger lesions. Occasionally he- 
mangiomas or aneurysms may produce focal lesions by 
local pressure on one or more gyri. 

In summary, it should be remembered that there 
are features which all forms of atrophic epileptogenic 
lesions have in common. These are an aganglionic 
area in the center of the lesion and an adjoining inter- 
mediate zone where grey matter is gradually under- 
going destruction and which acts as the area of re- 
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curring ganglionic ischemia that Penfield considers 
the active agent of epileptic discharge. 

The recognition and treatment of these focal epi- 
leptogenic lesions in infancy and childhood is of 
great importance if we are to prevent the occurrence 
of seizures later in life, thus avoiding the hazardous 
conditions under which these patients live. 


Clinical Features 


When a patient suffering from some type of seiz- 
ure presents himself for examination, the most im- 
portant fact to determine is the exact location of the 
exciting cause. For such investigation a definite pro- 
cedure is followed. This consists of the clinical his- 
tory, neurologic examination, electro-encephalographic 
study, x-ray of skull, and pneumoencephalogram or 
pneumoventriculogram. 

As in other forms of medical examination, the 
history is of utmost importance in the diagnosis of 
patients with seizures since most epileptogenic lesions 
can be localized fairly accurately by the history alone. 

The most important fact to be obtained is the 
exact nature of the first symptom that ushers in the 
clinical seizure. Following this, it is necessary to 
learn of the progression of the seizure and what 
symptoms occur immediately following it. 

Second in importance to the initial symptom of 
the seizure is knowledge concerning the nature of 
the activating agent. Information concerning the date 
of the first seizure is helpful in this respect. 

If the initial seizure appears in the first year of 
life, birth injury or ischemia is the likely cause. In 
the first decade those causes just mentioned and 
others such as congenital lesions, centrencephalic dis- 
turbances, cerebral degenerations, and infectious proc- 
esses play a prominent role. In the second decade 
trauma and febrile thromboses are added important 
causative factors. 

After the second decade temporal lobe epilepsy 
and trauma play an important role, and after 25 
years of age brain tumor is added to the list of causa- 
tive factors. Cerebral arteriosclerosis becomes an im- 
portant factor in advanced years. 

The neurologic examination at times reveals lack 
of growth on one side of the body with hemiatrophy 
and associated smallness of the cranium on the same 
side as the lesion. 

Observation of the clinical seizure by the ex- 
aminer is of added value when such opportunity 
presents itself. Many times this is not possible, and 
the examiner must resort to such procedures as hyper- 
ventilation, hydration, metrazol injection alone, or 
in combination with photic stimulation, each of 
which can be carried out at the time of the electro- 
encephalographic examination. 
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The electro-encephalograph is an important aid 
in our understanding of the epileptic patient as it 
gives an electrical pattern of neuronal activity. This 
must be interpreted in the light of other clinical 
data to make a diagnosis of epilepsy. From the 
electro-encephalogram we gain information as to 
what type of epilepsy is present and, in many cases, 
an accurate localization of the discharging focus. It 
gives us not only a record of what occurs at the time 
of the seizure but also of the abnormal cortical 
activity occurring in the inter-seizure period. A nor- 
mal electro-encephalogram may be obtained in ap- 
proximately 15 per cent of patients known to 
have epilepsy. 

In cases where the above-mentioned procedures 
are not helpful in establishing a diagnosis, an air 
encephalogram or ventriculogram is useful as a fur- 
ther aid in localization. At times cerebral angiography 
is used if one suspects a vascular lesion. 

If the patient comes to operation, an electro- 
encephalographic tracing is made from the exposed 
cortex and localization further demonstrated by spike 
discharges considered to be electrical evidence of the 
activity of the epileptogenic lesion. 

Further aid in localization is carried out at opera- 
tion when the cortex is stimulated electrically in an 
attempt to reproduce the clinical seizure. 

The initial symptom of the clinical seizure may 
appear in one of several forms as motor, sensory, 
autonomic, psychical, or primary loss of conscious- 
ness. 

The initial symptoms in our group of 43 surgi- 
cally treated patients are as follows: 


1. Somatic Motor Seizures 


C. Adversive Seizures 
D Supplementary Motor ................. 2 
2. Somatic Sensory Seizures 
3. Autonomic Seizures 
4. Psychical Seizures 
A. Illusion 
1, Migsion of Body 1 
B. Hallucination 
6. Automatism 


In our series adversive movements comprised the 
majority of initial symptoms. This group occurs in 
association with lesions situated anterior to the pre- 
central gyrus. The seizure begins with a turning of 
the head, eyes, and body to the side opposite the 
lesion (with rare exceptions to the same side). 
When the lesion lies in the intermediate frontal area, 
adversive movements occur without an initial loss 
of consciousness; on the other hand, when the lesion 
occurs further anteriorly in the frontal lobe, uncon- 
sciousness is present at time of seizure or preced- 
ing it. 

Temporal Lobe Seizures 

The most common site for focal epilepsy lies in 
the temporal lobe. Such localization was not so fre- 
quent in our cases because of our lower age group. 
In our series the youngest was five weeks and the 
eldest was 43 years of age, with an average mean of 
17 years. 

Although the clinical features of temporal lobe 
epilepsy are variable, one frequent symptom is “autom- 
atism.” The state of temporal automatism occur- 
ring without preceding sensory manifestations (ictal 
automatism) results from stimulation of the peri- 
amygdaloid area producing the syndrome of furtive 
searching, staring, and tonic body movements. How- 
ever, in spontaneous seizures of man involving the 
temporal area, automatism is usually preceded by 
symptoms of sensory or psychic nature. The most 
common aura is a sensation in abdomen, thorax or 
throat; at times auditory, vertiginous, and olfactory 
aurae may appear first. Any of these, then, may be 
followed by the state of automatism with or with- 
out masticatory movements or manifestations of cor- 
tical disturbance outside of the temporal area. 

Prominent among sensory symptoms of temporal 
lobe epilepsy is the psychical hallucination. One of 
our patients, under medical therapy, has as her ini- 
tial symptom a visual hallucination in which, while 
walking along a narrow wall, she approaches a 
cherry-red heated stove placed in her path. As she 
attempts to pass around the stove she visualizes her 
dress catching on fire, after which she becomes un- 
conscious with generalized tonic-clonic movements. 
These seizures have responded to drug therapy. 

While automatism is considered the most constant 
feature of temporal lobe seizures, it may arise from 
other areas of the brain, as from one frontal lobe or 
centers in the mid-brain and diencephalon. The lat- 
ter type shows no complicated motor acts as seen 
in temporal lobe automatism. In the temporal lobe 
type the patient may indulge in some form of in- 
voluntary activity as undressing or some other motor 
activity, often becomes angry if opposed, and may 
speak in unintelligible language. 
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One of our patients (A. E.), referred by Dr. 
F. Poling, Wichita, illustrates this type of seizure. A 
male, age 28, who had had several head injuries, 
developed seizures beginning with a staring ex- 
pression after which automatism developed. On sev- 
eral occasions while eating in a restaurant he arose 
and walked upon the counters, with resulting am- 
nesia for the entire period. At another time while 
attending a lecture in college he left the room, filled 
his pockets with pencils, and returned with no mem- 
ory of the act. This patient at operation showed 
atrophy of the middle and posterior portions of the 
right temporal lobe with spike discharge from the 
middle gyrus. 

Another rare and interesting type of seizure is 
that precipitated by listening to music of various 
forms. One of our medically treated patients comes 
under this category. A female, age 51 years, devel- 
oped seizures at the age of 35, characterized by 
sudden loss of consciousness associated with mastica- 
tory movements. Six years later she noticed that her 
seizures were initiated by hearing music, especially 
of string instruments which had a vibrating quality. 
This type of seizure is probably temporal in origin. 


Predisposing Factors 


We have been impressed by the fact that extreme 
nervous and physical exhaustion, alcoholism, and 
exposure to extremes of temperature are strong pre- 
disposing factors in the production of seizures. We 
have recently had under medical treatment a man 
of 47 who, after a long period of physical and 
nervous strain, developed olfactory hallucinations 
of a strong unpleasant odor lasting a few seconds. 
This tended to recur at almost daily intervals and 
on one occasion was immediately followed by an 
auditory hallucination in which he heard familiar 
music sung by a man and woman. In most instances 
the odor was accompanied or immediately followed 
by motor aphasia. The electro-encephalogram showed 
focal cortical discharge of spikes and sharp waves 
in the left temporal and central areas. This patient 
apparently has a latent form of focal epilepsy since 
he has shown no signs of space-occupying lesion, 
had had no seizures previously, and has had none 
since medical treatment was instituted. 

In this patient one may postulate an epileptogenic 
lesion in the region of the uncus with spread to the 
left temporal lobe producing motor aphasia (tem- 
poral) and the auditory hallucination. We believe 
the nervous and physical strain was the provocative 
factor. 


Case Reports 


Of the 43 patients treated surgically, six are of 
sufficient interest to warrant detailed description. 


Illustration of the corticogram is given in two cases. 

Case 1, M. C., a 25-year-old right handed female, 
was normal at birth. At age 17 she developed seiz- 
ures beginning with loss of consciousness associated 
with generalized tonic-clonic movements. Seizures of 
this type occurred at irregular intervals up to one 
year before admission when their character changed. 
At that time they began as a dream state with visual 
hallucination in which she saw a woman leading a 
young girl by the hand, both of whom entered her 
left visual field and passed to the right. This was 
followed in a few seconds by turning of head and 
eyes to the right, unconsciousness, and generalized 
tonic-clonic movements. At other times the seizures 
began with a ringing noise in both ears followed 
by unconsciousness and generalized seizures. Medi- 
cation did not control seizures. 

A scalp electro-encephalogram showed sharp wave 
and spike discharges in the left parietal area. An 
air encephalogram showed a mild degree of atrophy 
in the posterior portion of the left cerebral hemi- 
sphere. A corticogram showed high voltage spike 
and wave discharge over the middle and posterior 
portion of the left superior temporal gyrus and left 
superior and inferior parietal areas (Figure 1). At 
operation on January 24, 1952, a cortical scar was 
found in the posterior temporal and anterior por- 
tion of the left occipital areas. The cortex of the 
posterior and middle portions of the superior tem- 
poral gyrus and left superior and inferior parietal 
areas was removed. 

Postoperative course: She has had no seizures for 


Figure 1. Case 1. Shaded area shows cerebral scar. 
Circles indicate areas of abnormal cortical discharge. 
Corticogram is shown below in monopolar setting. 
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more than four years and no medication since op- 
eration. 

The initial symptoms of dream state and, on other 
occasions, ringing in both ears, are signs of tem- 
poral lobe involvement. 

Case 2, R. E., an eight-year-old right handed male, 
was normal at birth. At age six he developed seiz- 
ures beginning with turning of head and eyes to 
the left, followed by clonic movements of the left 
upper and lower extremities. These occurred an 
average of seven times daily and were uncontrolled 
by medication. 

Neurologic examination showed horizontal nys- 
tagmus to the left. A scalp electro-encephalogram 
showed high voltage spike, and spike and wave dis- 
charge in all leads from the right hemisphere, ini- 
tiated in the right motor area. A skull x-ray was 
normal. A ventriculogram showed moderate dilata- 
tion of the anterior horn and the body of the right 
lateral ventricle. A corticogram showed spike and 
wave focus in the right premotor and frontal areas 
(Figure 2). 

At operation a dollar-sized scar with vascular ad- 
hesions from cortex to dura was found. This area ex- 
tended forward 21, inches from the anterior portion 
of the precentral gyrus. The scar was excised, and the 
premotor cortex was ablated as well as frontal areas 
showing spike discharge. 

Postoperative course: Seizures have gradually di- 
minished since operation. During 1955 he had four 
mild seizures similar to those prior to operation 
and, so far in 1956, he has had one seizure. He has 
had no medication since operation. 


A - superior pre-moter 
te cm, posterior to 


Figure 2. Case 2. Shaded area shows cortical scar. 
Circles indicate abnormal cortical discharge areas. Cor- 
ticogram is shown below in monopolar setting. 


Case 3, B. C., a 25-year-old right handed female, 
was normal at birth. At 21 years of age she devel- 
oped seizures beginning with unconsciousness, turn- 
ing of head and eyes to the right, and generalized 
tonic-clonic movements. Four years later she devel- 
oped seizures starting with an auditory hallucination. 
On several occasions she heard, ‘A refrigerator! 
Be still! Be still! Feels as if someone is inside of 
me making this noise. It is a man’s voice.’ This 
hallucination appeared as an ictal phenomenon and 
lasted five minutes. Medication did not control the 
seizures. 

Neurologic examination was normal. A scalp 
electro-encephalogram showed high voltage four and 
five per second spike and wave discharges synchro- 
nously in all leads. An x-ray of the skull was normal. 
An air encephalogram showed slight dilatation of 
the body of the left lateral ventricle. A corticogram 
showed phase-reversal spikes in the left anterior 
and middle temporal areas. There was negative spike 
discharge in the left frontal and intermediate frontal. 

Operation on May 27, 1952, showed two cystic 
areas in the left premotor area. The tip and inferior 
portions of the middle temporal gyrus on the left 
were fibrous and leathery. The left temporal lobe 
was removed from the tip posteriorly to a line cor- 
responding to the central fissure. Cortex of frontal 
and intermediate frontal gyri in the neighborhood of 
the cystic areas was ablated. 

Postoperative course: Since operation she has had 
generalized seizures on an average of one or two 
every three months. She has remained on medication 
since the operation. 

Case 4, N. P., a 21-year-old left handed male, 
normal at birth, was referred by Dr. F. Poling, Wich- 
ita. At the age of 15 months he developed encepha- 
litis with subsequent right hemiparesis and motor 
dysphasia. When he was eight he began having 
seizures with unconsciousness and turning of head 
and eyes to the right, followed by generalized tonic- 
clonic movements. During the two months before 
admission he had had two episodes of status epi- 
lepticus. 

Neurologic examination showed smaller upper and 
lower extremities on the right than on the left with 
a spastic right-sided hemiparesis. There was motor 
dysphasia. The left side of the skull was smaller 
than the right. A scalp electro-encephalogram showed 
lower amplitude in the left occipital than on the 
right. An air encephalogram showed atrophy of the 
left cerebral hemisphere with cystic arachnoiditis. 

At operation on October 9, 1951, the entire left 
cerebral hemisphere was found to be fibrous and cys- 
tic. A left-sided hemispherectomy (corticotomy) was 
performed with preservation of thalamus and can- 
date N. 
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Postoperative course: Since operation he has had 
no seizures and no medication. Use of right arm and 
leg has improved and he also shows greater facility 
in speech. 

In this case the left hemisphere was affected be- 
fore speech was established, and speech representa- 
tion occurred in the right hemisphere. The smallness 
of his skull on the left is the result of early brain 
destruction on the same side. 

Case 5, W. W., a 32-year-old right handed fe- 
male, was normal at birth. When she was 25 she 
developed seizures beginning with unconsciousness 
associated with generalized tonic-clonic movements. 
These continued for two years, after which seizures 
began with unconsciousness followed by adversive 
movements to the left. Recently she had experienced 
seizures limited to a feeling of unreality, and at other 
times she had an illusion that her arms and legs 
were much larger than normal. Seizures occurred 
several times daily without relief from medication. 

Neurologic examination, a scalp electro-encepha- 
logram, and skull x-ray gave normal results. A cor- 
ticogram was taken and spike discharges were ob- 
tained from the anterior temporal region on the right. 

Surgery on June 5, 1952, showed sclerosis of the 
anterior portion and the tip of the right temporal 
lobe. The right temporal lobe was excised from the 
tip backward to a line corresponding to the central 
fissure. 

Postoperative course: She has averaged only one 
nocturnal seizure every four months since operation. 
She has taken only one grain of phenobarbital irreg- 
ularly at bedtime. 

Doubtless this patient has other foci of cortical 
discharge most likely in the right frontal area, which 
are causing occasional seizures. The results obtained 
so far do not justify another operation. 

Case 6, D. S., a 21-year-old right handed female, 
was delivered with instruments. She was referred by 
Dr. C. L. Scuka, Wichita. At the age of 13 years 
she developed seizures, beginning with a prickling 
and numb sensation in the left hand and spreading 
to the left arm and face, followed by raising of left 
arm and turning of head and eyes to the left, re- 
sulting in unconsciousness. Seizures were not con- 
trolled by medication. 

A scalp electro-encephalogram showed focal corti- 
cal disturbance in the right temporal region. A cor- 
ticogram showed spike discharge in right middle and 
superior temporal gyri in mid portion. 

Operation was performed on December 2, 1953, 
and no demonstrable pathology was seen. With stim- 
ulation of the cortex in the left arm area of the 
post-central gyrus, a clinical seizure was reproduced. 
Stimulation over the right temporal lobe did not 
produce a seizure. The corticogram focus in the right 


temporal lobe was removed as well as the sensory 
cortical center for left upper extremity in the right 
post-central gyrus. 

Postoperative course: Six months after operation 
the patient started to work six hours daily and was 
free from seizures. The aura of prickling and the 
numb sensation in her left hand have entirely dis- 
appeared. Within the past six months nocturnal seiz- 
ures at menstruation time have been partially re- 
lieved by Mebroin. 


Comment 


It has been estimated that seizures in two-thirds 
of the 750,000 epileptic patients in the United States 
can be controlled by medical measures. It is the re- 
maining third who require intensive study and well- 
planned therapy. Myers? is of the opinion that ap- 
proximately one-half of this remaining third can be 
materially benefited by surgery. 

In our series of 43 patients treated surgically, all 
were examined according to the procedures above 
outlined. Surgical treatment was decided upon if 
the patient was refractory to medical therapy and 
was thought to have an epileptogenic lesion amen- 
able to surgery. 

Of the 43 patients, 21 were male and 22 female. 
The pathological findings are as follows: 


In the follow-up of our 43 patients after a four- 
to five-year period, five have died (two due directly 
to anesthesia). Of the remaining 38 patients, eight 
have not cooperated in follow-up. Of the 30 pa- 
tients, ten have had no seizures and no medication 
since operation, and three on medication have had 
no seizures. Eight patients on medication have had 
50 per cent fewer seizures than before operation, 
four on medication are slightly improved, and five 
obtained no relief from the operation. 

Recent experimental work has been done with 
depth electrodes in which tracings are made from 
various levels of white matter. Results so far ob- 
tained indicate that possibly the epileptogenic dis- 
charge may be related in part to underlying activity 
rather than limited to the cortex. 


Ralph L, Drake, M.D. 
605 K F H Building 
Wichita, Kansas 


Larry Vin Zant, M.D. 
702 Schweiter Building 
Wichita, Kansas 
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Congenital Anomalies 


Report of Case of Bilateral Ectopic Kidneys 


STANLEY L. VANDER VELDE, M.D., and JOSEPH J. HOVORKA, M.D., Emporia 


Ectopic kidney is a congenital malformation in 
which one or both of the kidneys is misplaced, having 
failed in the normal ascent to the lumbar space. Vary- 
ing positions of these kidneys can be found. It is 
generally accepted that any kidney below the crest 
of the ileum is considered a pelvic dystopia while 
those above the crest of the ileum are considered iliac 
kidneys. 

Unilateral displacement is found much more fre- 
quently than bilateral displacement. Between 250 
and 300 cases have been reported in the literature. 
Bilateral dystopia, however, is quite rare. Autopsy 
records reveal that renal ectopia of all kinds is found 
once in 1,200 autopsies. Clinically it has been esti- 
mated to occur once in 10,000 cases. The occurrence 
of bilateral ectopia in this number of cases would 
make up only a small per cent. 

Bryan, after a careful search of the literature in 
1915, could find only 18 authentic cases. In 1924 
Darner made a thorough search of the world literature, 
including Bryan’s report, and felt that he could re- 
duce bilateral renal ectopia to 14 authentic cases. To 
these he added two cases from Johns Hopkins Hos- 
pital, making a total of 16 cases. McCown! in 1929 
found eight more reported cases to which he added 
two, making a total of 26 cases of bilateral renal 
ectopia. Anderson et al. in 1949 reviewed the world 
literature of renal ectopia in connection with preg- 
nancy and reported 98 cases. Only three of these were 
reports of bilateral renal ectopia. 


Etiology 


Two theories have been advanced for the cause of 
this condition. Bryan proposed that during fetal evo- 


Presented at a meeting of the Kansas Chapter, American 
College of Surgeons, Newton, September 16, 1956, 


lution, as the kidney slowly ascends from the pelvis to 
the lumbar region, it receives its blood supply from 
successively higher points on the aorta. If, in this ex- 
cursion, one of the arteries does not give up its nutri- 
tive right, the kidney is arrested. As the kidney de- 
velops the artery thickens and becomes permanent, 


The incidence of bilateral ectopic kid- 
neys is discussed, and a case is pre- 
sented. Diagnosis was established 
through surgery with a preoperative 
diagnosis of ruptured appendix with 
abscess formation. The difficulty of ar- 
riving at a correct diagnosis without 
urological workup, including pyelo- 
graphic studies, is described. 


and the kidney is anchored in a position not originally 
intended for it by nature. 

Hill, Pohlman, and Strater contend that the kidney 
can be arrested at any point in its process of ascent, 
wholly independent of its blood supply. They believe 
that no vascularization of the kidney takes place until 
it reaches its permanent location. In an anomalous 
arrest of the kidney, it therefore follows that the 
kidney vessels must originate from the nearest arterial 
trunk. This can be one of several trunks. They reason 
that the abnormality of blood vessels does not produce 
the abnormal position of the kidney but rather that 
the abnormal position of the kidney of necessity 
makes it seek its blood supply from the nearest source. 

Vascular supply of ectopic kidneys is from the 
nearest source in the plane in which they lie. Those in 
the pelvis usually receive their blood supply from the 
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common iliacs or the common and external iliacs. In 
the false pelvis usually the aorta and vena cava in 
their lower parts supply branches to these ectopic 
organs. 


Pathology 


Pelvic kidneys need not necessarily have an ab- 
normal structure, but the abnormal condition pre- 
disposes the organ to pathological conditions. Often 
hydronephrosis and pyonephrosis are found. Cystic 
degeneration, crossed dystopia, and horseshoe kidneys 
are found on rare occasions. 


Symptoms 


The dominant complaint is pain. This varies con- 
siderably in character from deep seated ache to inter- 
mittent attacks of acute, sharp, stabbing pain. It is 
not ordinarily typical of renal or ureteral pain and 
is usually referred to the lower abdomen. Because of 
this, a common diagnostic error is to suspect the ap- 
pendix as the seat of the trouble. In the female, pelvic 
organs come in for suspicion. Often right lower quad- 
rant pain is associated with tenderness and tempera- 
ture elevation, muscle splinting, nausea and vomiting. 
Along with these symptoms one may find an elevated 
white blood count with a poly shift to the left. Rectal 
or pelvic examination reveals a mass, making one 
suspicious of ruptured appendix with abscess forma- 
tion. Infection in the kidney, chills and fever, nausea 
and vomiting, together with urinary disturbances, 
focus attention on the importance of a complete uro- 
logic work-up including pyelographic studies. These 
will reveal the proper pathology. However, as will 
be shown in the case report to follow, symptoms and 
physical findings can be similar to those of appendi- 
citis. With a normal urinalysis, a diagnosis of appendi- 
citis with abscess formation can be made, as was true 
in this case. 


Case Report 


This 23-year-old white married female was first 
seen with a complaint of right lower quadrant pain 
which had persisted for two weeks. This pain was 
constant in nature but never severe enough to keep 
her awake at night until three nights before this time, 
when she sleep poorly because of discomfort. She 
stated she had been nauseated with pain but had not 
vomited. Her appetite had been fairly good until 
three days previously, when it became poor. Bowel 
movements had been regular and no diarrhea was pres- 
ent. She complained of no urinary difficulties, e.g. 
dysuria, burning, or frequency. Menstrual periods 
had been regular at 28-day intervals with a moderate 
flow of five days and no dysmenorrhea. No history of 


upper respiratory infection was given. The patient 
complained that any walking or moving about aggra- 
vated the pain. 

Physical examination revealed a 23-year-old white 
female not appearing acutely ill. Temperature was 
99.4, pulse 80, and respiration 22. Blood pressure was 
122/70. The remainder of the physical examination 
was not unusual except for the abdominal findings. 
The abdomen was flat. There was tenderness to pal- 
pation in the right lower quadrant. Muscle guarding 
was present and definite rebound tenderness could 
be elicited. Liver, kidneys, and spleen were not pal- 
pable. A questionable mass was encountered in the 
left abdomen just below and to the left of the umbili- 
cus. (The patient volunteered the information that 
this was present when she had had a baby two years 
before. The doctor at that time told her this was a 
“pocket” in the bowel). 

Pelvic examination revealed a clean cervix. The 
uterus was palpable anteriorly, was not enlarged, and 
was freely movable. A tender mass was present on the 
right side, roughly estimated to be about 4 by 4 by 8 
cm. It was net movable. Rectal examination was not 
unusual except for tenderness in the right rectal vault. 

Laboratory findings included hemoglobin 77 per 
cent, color index 1.04, red blood count 3,670,000, 
white blood count 10,000. Differential blood count: 
eosin —1, stabs —4, segs —76, lymphs —15, snonos —4. 
Urinalysis: yellow, clear, ph 5, Sp. Gr. 1.022, sugar, 
albumin, acetone negative. Microscopic: few epitheli- 
al cells and occasional white blood cells. 

A tentative diagnosis of ruptured appendicitis with 
abscess formation was made, and the patient was pre- 
pared for surgery. Because of the somewhat question- 
able findings and diagnosis, a lower midline incision 
was made. A normal appearing appendix was found 
and removed. Just at the iliac crest of the pelvis on 
the left, the left kidney was found. It was not mov- 
able and was not unusual to examination. The right 
kidney lay low in the pelvis just to the right of the 
bladder and appeared smaller in size than the left. 
No evidence of hydronephrosis or obstruction to 
ureters was found. Both ureters were visualized and 
appeared congenitally shortened. The right tube and 
ovary were congenitally absent. 

The patient’s postoperative course was not compli- 
cated. On her seventh postoperative day an intra- 
venous pyelogram was done. The roentgenologist’s 
report follows: 

“After injection of opaque material into the vein, 
both kidneys function. The right kidney is identified 
lying low in the pelvis, so low that the lower pole 
is about 1 cm. above the bladder as visualized. This 
kidney appears to be only about one-half the normal 
size. No evidence of hydronephrosis or other de- 
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formity of the kidney on the right is found. The left 
kidney lies low with the lower pole lying over the 
crest of the ileum. The uterus appears to be displaced 
to the left. No abnormality of the bladder is seen. 
Neither ureter is fully visualized although no evi- 
dence of kinking or hydroureter is seen.” 

The patient has been seen repeatedly in the office 
since her discharge from the hospital. She continues 
to complain periodically of soreness in the right lower 
quadrant. Repeated urine examinations have been 
negative. 


Discussion 


A thorough urological work-up with pyelographic 
studies would probably have obviated this surgery. 
However, with a normal urinalysis and no definite 
symptoms referable to the urological system, the 
studies were deemed unnecessary in the physical work- 
up of this patient. Of interest in the review of the 
literature is the wide span of ages in individuals with 
this abnormality before symptoms present themselves 
with sufficient intensity for a diagnosis to be obtained. 
These ages span from 21/, years to 72 years. Probably 
the largest number of diagnoses are obtained in the 
female during the child bearing age when the en- 


larged uterus, through pressure on the dystopic kid- 
ney, produces symptoms. 


Stanley L. Vander Velde, M.D. 
405 Citizens National bank Building 
Emporia, Kansas 


Joseph J. Hovorka, M.D. 
405 Citizens National Bank Building 
Emporia, Kansas 
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Thrombosis 


Thrombosis of the Internal Carotid Artery in the Neck 


GEORGE A. LYON, M.D., and WILLIAM P. WILLIAMSON, M.D., Kansas City 


Spontaneous thrombosis of the internal carotid 
artery in the neck is a common member of the oc- 
clusive cerebrovascular disease family, having been 
recognized as a clinical entity for over a century. It 
is only since 1937, however, when Moniz et al. 
described antemortem diagnosis by carotid arteri- 
ography, that its frequency and protean forms have 
been appreciated. The literature is now voluminous, 
with verified cases numbered in the hundreds. In 
addition to reviewing briefly some of this literature, 
this report deals with the authors’ quite representa- 
tive experience and adds to the literature a relatively 
unusual case of internal carotid artery thrombosis 
secondary to closed cervical trauma. 


From the Department of Surgery, Section of Neuro- 
surgery, University of Kansas School of Medicine, Kansas 
City, Kansas, 


I. Spontaneous Internal Carotid 
Artery Thrombosis 


Incidence 


The strikingly high incidence of internal carotid 
artery thrombosis is perhaps best shown by the ex- 
perience of Fisher,? in which 28 of 432 consecutive 
routine autopsy examinations showed complete oc- 
clusion of one or both carotid arteries in the neck. 
Significant narrowing of the arterial lumen was dem- 
onstrated in an additional 13 cases. Fisher’s 28 cases 
with total internal carotid occlusion contrast surpris- 
ingly with only 12 cases of thrombosis of major in- 
tracranial vessels in the same autopsy series, and 
would make the disease comparable to intracerebral 
hemorrhage in frequency. 

This high incidence is supported by the findings of 
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Livingston et al.’ utilizing carotid arteriography in 
the investigation of 30 hemiplegic patients with histo- 
ries and findings typical of cerebrovascular throm- 
bosis. Eight arteriograms showed internal carotid oc- 
clusion in the neck or intracranial portion, 10 showed 
thrombosis of major cerebral vessels, and 12 were 
normal by present standards of interpretation. 

In a thorough review of the literature in 1951, 
Johnson and Walker* studied 107 proved cases of 
spontaneous internal carotid artery thrombosis and 


Though the syndrome of “cerebral 
vascular accident” is a common one, it 
is not widely recognized that sponta- 
neous thrombosis of the internal carotid 
artery in the neck is a frequent occur- 
rence, and that this disorder may pro- 
duce a variable clinical picture. One 
should suspect this lesion more often, 
and its presence can be verified by carot- 
id arteriography. Though at present its 
treatment is unsatisfactory, it is possible 
that an awareness of this syndrome and 
its early recognition may allow more 
prompt and definitive therapy in the 
future. 

Eleven cases are presented with a gen- 
eral discussion of this challenging prob- 
lem. 


found the disease to be more than four times as com- 
mon in males as in females and noted a predilection 
for the 30- to 60-year age groups. They also found 
that 65 per cent of thromboses occurred on the left, 
a clear cut difference perhaps dependent on anatomic 
relationships. 


Pathology 


Many of the European reports, in the second half 
of the last century, deal with common carotid throm- 
bosis at levels as low as the aortic arch. This probably 
reflected the increased incidence of syphilis in that 
period and led to the initial implication of that disease 
as the prime etiologic agent. This concept yielded to 
the more complete pathologic studies which followed. 
In 1914 Hunt® stressed the importance of routine 
autopsy examination of the carotid arteries in relation 
to spontaneous internal carotid artery thrombosis, 
and Dow® in 1925 showed that the bifurcation of the 
common carotid and the intracranial carotid siphon 
are the major sites of atheromatous change in the 
artery. 

The two sites at which internal carotid thrombosis 


occurs are the zone 1 to 3 centimeters above the com- 
mon carotid bifurcation and the intracranial carotid 
siphon near the origin of the ophthalmic artery. In 
Hultquist’s’ series two-thirds of the occlusions were 
in the area of the carotid sinus and one-third were 
intracranial; the latter figure is high in comparison 
with other reports. Fisher? found ulceration of athero- 
sclerotic placques to underly the thromboses in his 
series, and he is in agreement with Hultquist and 
other recent European reports. This mechanism is 
currently accepted as explaining the vast majority of 
present day thromboses. Of considerable interest is 
the high incidence of bilateral thromboses in autopsy 
series. 

Cerebral damage following cervical carotid throm- 
bosis is variable in severity and location, but it is most 
marked in the distribution of the middle cerebral 
artery. Some unilateral occlusions are asymptomatic, 
reflecting an adequate collateral circulation from the 
uninvolved side by way of the anterior and posterior 
communicating arteries in the circle of Willis. If the 
thrombosis does not primarily involve or ascend into 
the intracranial portion of the internal carotid, retro- 
grade flow in the ophthalmic artery from the unin- 
volved ipsilateral external carotid may furnish impor- 
tant intracranial collateral circulation. 


Clinical Features 


Although spontaneous internal carotid artery throm- 
bosis at no point in its evolution as a clinical entity 
has been characterized by a single syndrome, for many 
years monocular optic atrophy and blindness associ- 
ated with contralateral hemiplegia were regarded as 
the classical clinical picture. Such a combination of 
features remains nearly pathognomonic of the con- 
dition, but it has become increasingly apparent that 
only a small minority of carotid occlusions present 
these findings in combination. 

Moniz, the pioneer in cerebral angiography, was 
the first to recognize the more common features of 
the disease as he discovered it in unsuspected patients 
during routine carotid arteriography. Moniz’§ syn- 
drome as he outlined it in his monograph in 1940 
has been described in English by his associate, Lima,® 
who speaks of a prodromal period of headaches and 
transitory paralyses of the hand, followed by hemi- 
plegia of sudden onset, involving the upper extremity 
maximally, which frequently shows rapid spontaneous 
improvement and is occasionally accompanied by 
papilledema. 

Johnson and Walker divide the symptomatology 
into three patterns. Thirty-five per cent of their re- 
viewed cases showed sudden onset of hemiplegia with 
severe headache or loss of consciousness. Twenty-five 
per cent showed a gradual onset with severe headache, 
progressive hemiparesis with paresthesias, and seizures 
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in some cases. Forty per cent were characterized by 
transitory attacks of hemiparesis, paresthesias, and 
headache. Both of the latter two types frequently ter- 
minated in full blown hemiplegia, with of course 
aphasia if the left carotid was involved. 

Decreased carotid pulsation above the hyoid bone 
was associated early with some cases of thrombosis, 
according to Hunt, but by no means is a constant 
feature. Fisher stresses dementia as common, pat- 
ticularly in the presence of bilateral occlusions, and 
Lima also feels personality change to be a character- 
istic. Visual disturbance or loss on the side of the 
thrombosis is frequent, correlating with changes in 
ophthalmic artery blood flow. 


Arteriographic Aspects 


Carotid arteriography is the prerequisite for ante- 
mortem diagnosis in the absence of cervical carotid 
exploration. Puncture of the cervical common carotid 
artery is followed by the rapid injection of an appro- 
priate contrast medium, during which a lateral roent- 
genogram of the skull and neck characteristically 
shows good filling of the common and external 
carotid arteries and the first centimeter or less of the 
internal carotid, clearly establishing the point of ob- 
struction. In cases in which the carotid thrombosis is 
intracranial, the cervical portion of the artery is filled. 
The cerebral vessels show no direct filling during the 
arterial injection. 

Arteriography also has proved the collateral circula- 
tion of the involved cerebral hemisphere. Contra- 
lateral carotid arteriograms frequently showed filling 
of the anterior and middle cerebral arteries on the 
side of the thrombosis by way of the anterior communi- 
cating artery. (Such contralateral arteriograms are no 
longer done, since early experience showed a high mor- 
tality.) In addition, the arteriogram or a delayed ex- 
posure three seconds after carotid injection of the 
contrast medium occasionally shows filling of the 
ipsilateral cerebral vessels by way of the external 
carotid and ophthalmic arteries. 


Treatment 


In recent years many forms of treatment have been 
employed, and their multiplicity attests their ineffec- 
tiveness. Stellate ganglion blockade, anticoagulants, 
cervical sympathectomy, excision of thrombosed carot- 
id segment, thrombectomy, and even carotid-jugular 
anastomosis have been tried, with at best equivocal 
results. The inability of central nervous system tissue 
to tolerate anoxia for more than a few minutes prob- 
ably will always vitiate any attempts at surgical ther- 
apy once cerebral ischemia has shown itself by full- 
blown hemiplegia. 

In the acute phase the administration of oxygen, 
strict bed rest without elevation of the head, and any 


measures necessary to insure an optimal cardiovascular 
status are widely accepted. The importance of such a 
program lies in its support of an effective collateral 
circulation, and correction of any anemia or hypoten- 
sion in most important. 

Physiotherapy for the involved extremities is a 
valuable contribution to convalescence, and the prog- 
nosis for limited gradual improvement is fair. 

Prophylactic reconstruction of a stenotic internal 
carotid artery, which was responsible for intermittent 
attacks of visual loss and hemiparesis, has been re- 
ported by Eastcott et al.!° with complete relief of 
symptoms. It constitutes a logical approach to the 
problem where atherosclerotic stenosis of the carotid 
at the bifurcation can be demonstrated in a prodromal 
period before irreversible neurologic changes have 
occurred. 


Present Series 


Ten arteriographically proved cases of spontaneous 
internal carotid artery thrombosis in the neck are pre- 
sented here. The very fact that they were usually 
referred for neurosurgical evaluation undoubtedly 
has introduced an element of selectivity in that many 
patients presenting completely typical “cerebral throm- 
boses”” were not seen. Nevertheless the series is in 
almost all respects comparable to the experience of 
other observers. 

All of the cases were in males with an average age 
of 51 years and representing a range of 38 to 65. 
Three patients were hypertensive, but the others 
showed no evidence of cardiovascular disease. In all 
cases negative skull films were obtained prior to diag- 
nosis by percutaneous carotid arteriography. 

Varied clinical pictures were observed in the series. 
Only two patients (Nos. 3 and 8) showed the classic 
picture of optic atrophy and contralateral hemiplegia. 
Clinically they would be included in Group One of 
Johnson and Walker with three others (Nos. 1, 2, 5) 
who also experienced sudden severe onset of symp- 
toms. Four patients (Nos. 4, 6, 7, 9) presented 
Moniz’ syndrome and fall into Group Three of John- 
son and Walker with headaches and recurrent attacks 
of neurologic symptoms preceding the onset of hemi- 
plegia. One patient (No. 10) fits into Group Two, 
with seizures and an apparently progressive hemi- 
paresis. 

Ophthalmologic changes included papilledema in 
one patient, optic atrophy in two, retinal arteriolar 
constriction in three, and homonymous hemianopsia 
acccmpanying hemiplegia in two. Three patients, two 
with Moniz’ syndrome, had clonic cortical motor 
seizures ; the distinction of attacks of paresthesia from 
cortical sensory seizures was not attempted. 

Decreased carotid arterial pulsations in the neck 
were noted in three patients and not recorded in 
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seven. Most of the latter, however, presented good 
pulsation at the time of arterial puncture and may 
be assumed normal. 

Lumbar puncture was carried out in four instances 
and showed no abnormalities of spinal fluid pressure 
or constituents. Electroencephalograms were obtained 
in six cases and reported as normal in four, the others 
showing slow activity in the anterior temporal area in 
one and anterior hemisphere dysfunction in the other. 
Lateralization was correct in both instances. 

Focal cerebral signs were present in seven of the 
ten cases, though in two they were specific only to the 
distribution of the appropriate middle cerebral artery. 
In five cases, however, localization of neurologic 
deficit was precise and in each instance implicated the 
parasagittal pre- and postcentral gyri of the involved 
hemisphere. 

The specificity of localizing signs was responsible 
in several patients for difficulty in clinically excluding 
a frontoparietal glioma, and this partially accounted 
for a low incidence of correct prearteriographic diag- 
nosis. In five of the ten cases, tumor was strongly sus- 
pected on admission, and in two of them it was con- 
sidered probable. The correct diagnosis was made init- 
ially in only three patients, two of whom showed the 
classic clinical picture. 

Arteriographically our findings were also typical. 
In all cases the obstruction was in the area of the 
carotid sinus, with no dye visualized beyond the first 
centimeter of the internal carotid in eight. In Case 
No. 5 the obstruction was 2 centimeters distal to the 
bifurcation, and in Case No. 9, a patient who showed 
the classic picture of carotid thrombosis, there was 
evidence that an obstruction at the bifurcation was 
incomplete, a trace of dye in the internal carotid 
being visualized distally. 

Six patients showed collateral circulation to the 
ipsilateral middle cerebral artery by way of the ex- 
ternal carotid and ophthalmic arteries, and four of 
these showed middle cerebral filling in the venogram 
as well. 

Only one of the patients underwent operative inter- 
vention, a cervical carotid thrombectomy three weeks 
after the onset of hemiplegia which was not unex- 
pectedly unavailing. 

CASE REPORTS 


1. D. E., KUH 53-4852. This 44-year-old man was 
well until the day of -his admission when he suddenly 
became unconscious for 15 minutes and on recovery 
was found to be paralyzed on his right side and 
aphasic. A history of frequent epistaxis was obtained, 
and his blood pressure on admission was 160/100. 
Neurologically he presented a complete flaccid right 
hemiplegia accompanied by sensory loss, and a right 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


homonymous hemianopsia. Severe aphasia was pres- 
ent. 

Eight days after admission left carotid arteriog- 
raphy showed internal carotid thrombosis in the 
neck, and 22 days after the onset of symptoms internal 
carotid thrombectomy was carried out without obvious 
benefit. 

During his hospitalization he received physio- 
therapy and showed gradual improvement in his 
hemiplegia. 

2. W. L., KUH 54-9442. This 46-year-old man 
was well until five months before admission when he 
experienced the onset of frequent frontal headaches. 
Two months before admission he became unable tc 
see clearly to the left. Four days prior to his transfer 
to this hospital he suddenly developed a left hemi- 
paresis followed by increasing drowsiness and dis- 
orientation. Admission examination disclosed bilateral 
papilledema, a severe spastic left hemiparesis, com- 
plete in the upper extremity and accompanied by 
sensory loss and left homonymous hemianopsia, and 
drowsy disorientation with incontinence. 

Because of the admitting diagnosis of ‘‘right frontal 
glioma with hemorrhage,” emergency right carotid 
arteriography was carried out on the day of admission 
and showed internal carotid obstruction in the neck. 
A pmeumoencephalogram one week following ad- 
mission revealed slight ventricular shift to the left, 
compatible with cerebral edema on the right. The 
treatment was supportive only, and he showed gradual 
improvement during his hospitalization. 


Figure 1. Normal cerebral ek rap showing in- 
ternal carotid artery and its intracranial distribution. 
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3. C. M., KUH 54-7071. This 55-year-old man 
was well until 19 months before admission when he 
noted gradual blurring of vision in the right eye. Four 
months later he was hospitalized elsewhere for coma 
of sudden onset lasting four days, from which he 
recovered with a residual left hemiparesis. He was 
admitted to this hospital for the exclusion of para- 
sellar tumor, and on admission he displayed outstand- 
ing loss of mental facility, a moderate spastic left 
hemiparesis, and bilateral optic atrophy with visual 
acuity loss, more marked on the right. It was felt that 
he represented bilateral internal carotid artery throm- 
bosis, with a relatively silent right-sided lesion 19 
months before rendered symptomatic by a subsequent 
left-sided occlusion with loss of collateral circulation. 

One day after admission the cervical obstruction 
was proved by right carotid arteriography, with sur- 
prisingly good right middle cerebral artery filling 
displayed by way of the ophthalmic artery. A left 
carotid arteriogram was not done because of possible 
internal carotid patency, and he was discharged to 
continue his stable course. 

4. H. W., KUH 55-1794. This 38-year-old man 
was well until two months before admission when he 
experienced a two-minute attack of progressive left 


Figure 2. Cerebral arteriogram in Case 11, showing 
features of internal carotid artery thrombosis in the 
neck. Note the. position of the needle in the common 
carotid artery, the short segment of patent internal 
carotid at the bifurcation, and the intact external carotid 
artery. 


upper extremity numbness and tingling which cleared 
in 30 seconds. Twenty similar attacks followed in 
a three-week period. One month prior to admission 
he developed constant left upper extremity numbness 
for a four-day period, and he awoke on the fifth day 
aphasic with a left hemiparesis. The aphasia cleared 
in four days. On admission, neurological examination 
showed a moderate spastic left upper extremity 
paresis, slight spastic left lower extremity paresis, 
impaired position sense in the left foot, and impaired 
arithmetic and spelling, with inability to form the 
letter 

The right internal carotid thrombosis was revealed 
by arteriography on the third hospital day after nega- 
tive lumbar puncture and electroencephalography. 
Good middle cerebral artery filling by the ophthalmic 
artery was present. He remained clinically unchanged 
during our observation. 

5. P. K., KUH 55-9215. This 65-year-old man was 
well, except for mild personality change and memory 
loss, during a five-year period. Three months before 
admission he experienced the sudden onset, while 
working, of left upper extremity paralysis and left 
lower extremity weakness. There was no progression 
of deficit, and on admission he showed a minimal 
spastic left hemiparesis except for the left upper ex- 
tremity, which was paralyzed. There was slight im- 
pairment of position sense on the left and funduscopic 
examination showed retinal arteriosclerosis. Right 
carotid arteriography on the second hospital day 
showed internal carotid obstruction 2 centimeters 
above the carotid bifurcation. 

6. E. G., KUH 55-9546. This 52-year-old man 
was well until two months before admission when he 
developed transient episodes of light-headedness and 
blurred vision. One month before admission such an 
episode persisted, accompanied by nausea, and fol- 
lowed by progressing awkwardness in his left upper 
extremity. Admission examination disclosed a mild 
spastic left hemiparesis, decreased right carotid pulsa- 
tion in the neck, and “‘attenuation of retinal arteri- 
oles.”” An electroencephalogram showed “right anteri- 
or hemisphere dysfunction,” and on the fourth hos- 
pital day carotid arteriography proved cervical internal 
carotid thrombosis, with some collateral circulation 
through the ophthalmic artery to the middle cerebral 
artery. His neurologic deficit was stable under our ob- 
servation. 

7. E. T., KUH 55-9721. This 57-year-old man 
noted the onset seven months before admission of 
numbness lasting several seconds in the right upper 
extremity. He developed frequent episodes, up to 
three minutes in length, of clonic motor seizures in 
the right foot, spreading to involve the leg and arm 
and accompanied by numbness in the involved ex- 
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tremities and inability to speak. Three weeks prior to 
admission these focal seizures increased in frequency. 
Neurological examination disclosed a mild right 
brachial monoparesis with right-sided hyperreflexia 
and sustained right ankle clonus. His blood pressure 
was 180/100, his roentgenographic cardiac contour 
hypertensive, and his electrocardiogram suggestive of 
myocardial ischemia. Lumbar puncture and electro- 
encephalogram were normal, and six days after ad- 
mission carotid arteriography showed his internal 
carotid occlusion, with fair filling of the middle cere- 
bral by the ophthalmic artery evident in the delayed 
film. Treatment was limited to anticonvulsant medica- 
tion. 

8. C. H., KUH 55-10437. This 43-year-cld man 
awoke two months before admission with throbbing 
occipital headache and visual loss in the right eye 
which was complete except in the peripheral temporal 
field. Two weeks prior to admission he noted weak- 
ness of his left extremities and sensory change in the 
left hand. Examination showed a mild spastic left 
hemiparesis, decreased right cervical carotid pulsation, 
and an old occlusion of the central retinal artery in the 
right eye. Shortly after admission right carotid arte- 
riography showed virtually complete occlusion of the 
proximal internal carotid artery. 

9. J. S. KUH 55-10445. This 51-year-old man, 
hypertensive for 20 years, noted sudden weakness of 
his right lower extremity lasting one minute while at 
work three months before admission. He subsequently 
developed increasingly frequent attacks of trembling 
of the right forearm. The attacks apparently were con- 
vulsive in nature, lasted several seconds, and occurred 
daily at the time of admission. Examination showed 
a spastic right hemiparesis, marked in the lower ex- 
tremity, and hypertensive funduscopic changes. Carot- 
id arteriography on the third hospital day showed in- 
ternal carotid occlusion, with some middle cerebral 
arterial filling by the ophthalmic collateral. 

10. J. W., KUH 54-14103. This 61-year-old man 
was well until 11 months prior to his first admis- 
sion when he experienced a two-minute episode of 
quivering in his left lower extremity, followed 15 
minutes later by a similar episode. Numbness of the 
left foot and calf were present after this and pro- 
gressed in subsequent months, during which he had 
several further focal cortical motor seizures and attacks 
of numbness in the left hand. Examination revealed a 
mild spastic left hemiparesis, maximal in the lower 
extremity, and decreased position sense in the toes. 
Ophthalmologic consultation revealed an ‘‘old macular 
lesion” in the right eye with a central scotoma. Lum- 
bar puncture and electroencephalogram were not re- 
markable, and he was discharged under a cerebrovas- 
cular disease diagnosis. One month later he was re- 


admitted for prostatic surgery and seen in consultation 
because of equivocal progression of his neurologic 
deficit. Arteriography to exclude a parasagittal men- 
ingioma revealed internal carotid occlusion in the neck 
with excellent intracranial collateral supply by the 
ophthalmic artery. 


II. Internal Carotid Artery Thrombosis in the 
Neck following Non-penetrating 
Cervical Trauma 


Traumatic cervical internal carotid artery throm- 
bosis in the absence of lacerating arterial injury or 
surgical ligation is an unusual condition. Sedzimir’! 
has reviewed internal carotid thrombosis secondary 
to head injury and reported further cases in which the 
intracranial portion of the artery has become throm- 
bosed, usually in association with basilar skull frac- 
ture. Caldwell!? presents two cases of penetrating 
neck injury resulting in internal carotid artery throm- 
bosis in which contusion of the vessel was clearly 
shown to precede the thrombosis. Schneider and Lem- 
men! have reviewed five cases in which non-pene- 
trating neck injuries preceded the thrombosis, and 
they reported two cases under their care. Their ex- 
cellent discussion of the subject stresses that cervical 
carotid thrombosis must be included in the differen- 
tial diagnosis of craniocerebral trauma and may simu- 
late expanding intracranial hematoma. The phenome- 
non of intra-arterial throrabosis following intimal con- 
tusion by surgical manipulation of the vessel is fa- 
miliar to all who work with vascular surgery. 

We have observed recently a patient in whom a 


Figure 3. Cerebral arteriogram in Case 10, showing 
filling of the external carotid and internal maxillary 
arteries. 
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well documented non-penetrating cervical injury clear- 
ly led to a symptomatic internal carotid occlusion 
which was arteriographically proved. The case is pre- 
sented because the rarity of the problem in medical 
literature undoubtedly does not reflect its clinical 
incidence. An awareness of its existence may result 
in better prophylaxis and therapy than were given in 
this example. 
CASE REPORT 


K. N., KUH 54-9414. This 28-year-old man was 
well until five hours prior to his admission, when he 
sustained a 20-second compression of his right 
anterior cervical area when his head became caught 
in farm machinery. Following his release from the 
machine he was unconscious for 30 seconds. On 
regaining consciousness he displayed personality 
change and a left hemiplegia. These signs cleared 
over a two-hour period. On admission he displayed no 
neurological abnormalities except for slight drowsi- 
ness. A small right mandibular abrasion was present. 
It was felt on admission that he represented a recover- 
ing right carotid compression. 

Three hours after admission, during a half-hour 
gap in observation, he developed mild confusion, left 
upper extremity paralysis, and left lower extremity 
weakness. One hour later, despite administration of 
CO, and Ox, he displayed a complete left hemiplegia. 
Stellate ganglion blocks were not effective. 

Twenty-two hours after admission the right internal 
carotid artery was explored in the neck and appeared 
patent to inspection. Aspiration was not carried out. 


Figure 4. Same carotid injection as in Case 10, taken 
three seconds after Figure 3. Note the middle cerebral 
artery filling by way of the ophthalmic artery and the 
intracranial carotid artery. No venous filling is seen. 


His hemiplegia persisted unchanged, and nine days 
after admission right carotid arteriography showed 
thrombosis of the internal carotid at its origin. His 
mental state improved during hospitalization, and he 
was discharged on a physiotherapy program. 

The lessons here are multiple. Due recognition was 
not given the severity of initial right cerebral anoxia 
which had caused hemiplegia at the time of injury, 
and on admission recumbency and oxygen were clear- 
ly indicated. A gap in clinical observation permitted 
a moderately advanced hemiplegia to develop before 
support for collateral circulation was given. Internal 
carotid exploration was delayed 19 hours, at which 
time irreversible cerebral changes undoubtedly were 
present, and the opportunity for thrombectomy at 
the time of exploration was missed by failure to 
aspirate the suspected artery. 

Cervical injuries which have involved the carotid 
arteries clinically or anatomically should be regarded 
as candidates for carotid thrombosis. Prophylactic 
support of cerebral oxygenation is indicated, obser- 
vation to detect early signs of thrombosis is essential, 
and thrombectomy must be immediate if neurologic 
signs appear. 


University of Kansas Medical Center 
39th and Rainbow 
Kansas City 12, Kansas 
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Tuberculosis 


Report of Survey of Current Control Measures in Kansas 


ROY A. LAWSON, M.D., Chanute 


The steady decline of the tuberculosis rate in Kan- 
sas has been generally interpreted as evidence of 
the successful control of this disease. At the sugges- 
tion of the Kansas Tuberculosis and Health Associa- 
tion, the various agencies interested in the control 
of tuberculosis have wisely paused to consider our 
local tuberculosis problem critically in order to plan 
the most effective approach to it. The survey con- 
ducted by Dr. Joseph Stocklen of Cleveland, Ohio, 
and his group of survey experts, and reported in part 
at the recent meeting of the Tuberculosis and Health 
Association, gives an excellent review of our tuber- 
culosis problem and the facilities that are currently 
available in the state for the solution of this problem. 

A review of the statistical data on tuberculosis 
presents a picture of successful tuberculosis control 
in comparison to other areas of the United States. 
In comparing tuberculosis rates in Kansas with 
those of the nation as a whole, Kansas fares quite 
well with an incidence of 24.1 per 100,000 com- 
pared to 71.9 for the United States, and a mortality 
of 7.7 per 100,000 compared to 16.2 for the United 
States. However, the incidence in Cherokee County 
is 119 per 100,000 with a mortality rate of 57 per 
100,000. 

In reviewing the facilities available in Kansas for 
tuberculosis control and for the care of tuberculosis 
patients, it soon becomes evident that there is much 
room for improvement. The following critical review 
of these facilities is presented with the hope that 
knowledge of the deficiencies in our control program 
will serve as a prelude to improvement in the cur- 
rent management of tuberculosis in Kansas and the 
building of an organization to meet the uncertain 
problems of the future. 


Organization of Tuberculosis 
Control Program 


Statistical accounts of any disease entity are valu- 
able only if adequate and accurate data about the 
disease are collected. Thirty per cent of the recorded 
deaths from tuberculosis in Kansas were in patients 
who had not previously been reported to the Kansas 
State Board of Health as having the disease. These 
individuals were either undiagnosed prior to death 


Presented at a meeting of the Kansas Trudeau Society, 
Wichita, September 27, 1956. 


or, more likely, were diagnosed but not reported. 
This suggests that many patients with tuberculosis 
remain unreported to the legally designated collect- 
ing agency. One hundred sixty-four cases were known 
to the Board of Health but not counted officially, 
primarily because of lack of information. There were 
70 non-hospitalized patients not officially recorded, 
and of these one-third had acid fast bacilli cultured 
from sputum or gastric contents within six months 
of the study date. 

Many of the public health records are of little 
value because standard nomenclature was not used 
or insufficient information was made available for 
recording of cases. The communication of pertinent 
information from the private physician and tuber- 


A critical review of the Kansas tuber- 
culosis survey, with recommendations, 
is presented. The implementation of the 
recommended program rests in the 
hands of the citizens and physicians of 
Kansas. 


culosis hospital to the Board of Health and from the 
Board of Health to local health agencies and private 
physicians was found to be poor, resulting in a lack 
of knowledge about many tuberculosis patients and 
disorganized patient and contact follow-up. 

Dr. Stocklen summarizes his observations on tu- 
berculosis control in Kansas as follows: ‘‘As the ob- 
server reviews the statistical record he recognizes 
that a public health problem confronts Kansas. As 
the organization of the program designed to meet 
this problem is surveyed, one is amazed at the head- 
less organization designed to control tuberculosis. 
In reality, there is little organization or little design 
in view of the fact that the control of this disease 
requires the combined, coordinated efforts of health 
workers and the public in an all-out attack with 
common standards and a common goal.” 

The epidemiological approach to tuberculosis prob- 
lems has been proved of great value, and a well- 
organized system of collecting and disseminating in- 
formation is imperative to our tuberculosis control 


program. 
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Dr. Stocklen recommends that a physician well 
versed in the clinical and public health aspects of 
tuberculosis be appointed as tuberculosis control of- 
ficer and that adequate financial assistance and co- 
operation be given so that pertinent information 
may be collected by a central agency. This agency 
should be part of the Kansas State Board of Health 
and should also have the responsibility of coordi- 
nating control, treatment, and rehabilitation of the 
tuberculosis patient, thereby presenting a consistent 
effective approach to the medical and socio-economic 
aspects of this disease. 


Hospital Facilities 


The responsibility for the hospital care of patients 
with tuberculosis rests predominantly with the In- 
stitutional Division of the Kansas State Board of 
Social Welfare, the University of Kansas Medical 
Center, and the Veterans Administration hospitals 
in this area. The University of Kansas Medical Cen- 
ter and the VA hospitals have adequate facilities, 
personnel, and programs for modern tuberculosis 
treatment. 

Under the direction of the Kansas State Board of 
Social Welfare are the State Sanatorium for Tuber- 
culosis at Norton with its Hillcrest Division, the 
Southeast Kansas Tuberculosis Hospital (which will 
soon open in Chanute), and the state mental hos- 
pitals at Larned, Topeka, and Osawatomie. The phys- 
ical facilities at Norton and Hillcrest make adequate 
isolation of patients extremely difficult, if not im- 
possible. Inadequate work space and shortage of 
toilet and bathing facilities make patient care diffi- 
cult. The severe shortage of qualified personnel 
makes it necessary to utilize as employees some pa- 
tients with positive sputum. In spite of these han- 
dicaps, this institution has carried the burden of 
tuberculosis treatment with gratifying results through 
the years. 

Because of the poor facilities at Hillcrest, its 
somewhat inconvenient location outside of Topeka, 
and a rather expensive annual operating budget of 
$75,000 for the care of 14 in-patients and the opera- 
tion of an out-patient department, Dr. Stocklen rec- 
ommends that the division be discontinued in favor 
of a chest clinic located more conveniently in Topeka. 

The lack of trained personnel, adequate isolation 
facilities, laboratory and diagnostic facilities, and 
medical staff at the psychiatric hospitals makes ade- 
quate care of this combination of diseases difficult. 
The concentration of tuberculous mental patients at 
one of the psychiatric institutions would justify the 
development of adequate laboratory facilities, a well- 
trained staff, and the building of a unit with ade- 
quate isolation, diagnostic, and treatment facilities. 


The efficacy of this type of program has been well 
demonstrated at the Veterans Administration Hos- 
pital at Salt Lake City where a medically-oriented 
psychiatric staff and a psychiatrically-oriented medi- 
cal staff with the necessary diagnostic facilities have 
formed a team that offers excellent management and 
the greatest hope for rehabilitation of the patient 
with tuberculosis and psychiatric disease. The insti- 
tution at Osawatomie or Topeka would be best suited 
for such a tuberculosis psychiatric unit, but final lo- 
cation must of necessity be determined by the supply 
of trained physicians available. 


Care of Non-Hospitalized 
Tuberculosis Patients 


Although there are limited chest clinic facilities 
in the three large metropolitan areas of Wichita, To- 
peka, and Kansas City, and in Cherokee County, 
only six-tenths per cent of the non-hospitalized tu- 
berculosis patients are followed by these clinics. The 
majority are cared for by private physicians, and this 
includes many medically indigent patients. 

Since 47.7 per cent of the patients with significant 
tuberculosis in Kansas and 81.6 per cent of the pa- 
tients in Cherokee County are unhospitalized. the 
importance of the problem of out-patient treatment 
is apparent. The successful treatment of tuberculosis 
requires a careful evaluation of the chest x-ray 
changes and bacteriological studies at regular inter- 
vals, usually every month during the active phase 
of the disease. However, over 50 per cent of the 
non-hospitalized patients in this state were of un- 
known bacteriological status, and 20 per cent had 
had positive sputum within the six months prior to 
the date of this report. 

The treatment schedule on the non-hospitalized 
patients is as follows: Some form of drug and rest 
treatment in 21.5 per cent, drug treatment only in 
21.5 per cent, rest only in 3.9 per cent, no treatment 
or no information available in 53 per cent. Many 
of the non-hospitalized patients were on streptomycin 
only, a drug regime proved several years ago to 
produce streptomycin-resistance and treatment failure. 

The fact that treatment failure results from our 
inadequate management of tuberculosis is demon- 
strated at the State Sanatorium at Norton. Twenty 
per cent of its population has been hospitalized for 
two years or more. The national average of patients 
hospitalized for two years or more is 10 per cent. 
About two-thirds of the prolonged hospitalizations 
at Norton represent treatment failures. These are not 
necessarily treatment failures at Norton but are more 
likely the result of inadequate initial treatment by 
private physicians or at other hospitals. Dr. Stocklen 
has recommended that medically approved district 
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tuberculosis clinics be developed for case finding and 
treatment. 

The tuberculosis problem in Cherokee County is 
primarily a result of silicosis in the tri-state area. 
Since silicosis is not a reportable disease, its preva- 
lence and the occurrence of new cases cannot be 


evaluated. It was recommended by the survey team 
that silicosis be made a reportable disease and that 
a survey be conducted to determine its prevalence 
and whether any new cases are developing. 


Southeast Kansas Tuberculosis Hospital 
Chanute, Kansas 


Hepatic Coma 


Use of a New Drug, Arginine, in Its Treatment 


ROBERT MANNING, M.D.,* and MAHLON DELP, M.D., Kansas City 


Therapy of patients in hepatic coma is fraught with 
many difficulties and has been singularly unrewarding 
in the majority of cases. Mono-sodium glutamate, 
protein restriction, antibiotics, and other measures 
have been used with varying success as means of com- 
bating the metabolic disturbance to which these pa- 
tients so frequently succumb. 

Excess accumulation of ammonia in the blood is 
one of the factors in this disturbance which can be 
detected and against which therapy can be directed. 
Recent studies by Greenstein, Winitz, Gullino, Birn- 
baum, Otey, and du Ruisseau'-* have indicated that 
l-arginine can protect rats from 99 doses of 
ammonium acetate. Stimulated by these reports and 
by the suggestions of Dr. Santiago Grisolia, of the 
Mcllvain Laboratories, we have utilized intravenous 
infusions of /-arginine HCl in the treatment of 
hepatic coma in three patients with excellent results. 

Case 1. F. C., KUMC 54-6657, male, age 62. This 
report is based on his fourth KUMC admission. His 
first admission was from June 24, 1954, to July 5, 
1954, at which time he underwent a left hemiman- 
dibulectomy for squamous cell carcinoma of the 
gingiva. His second admission, from June 27, 1956, 
to July 5, 1956, was occasioned by rapid, recent ac- 
cumulation of ascites. History was obtained then of 
excess alcohol consumption for more than 30 years. 
The patient left the hospital against advice after one 
paracentesis of 2,000 cc. was done. He was followed 
in the out-patient Hepatic Clinic until admission for 
the third time, September 12, 1956, to October 24, 
1956, again because of massive ascites. Blood am- 
monia levels during this admission ranged from 103 
to 139 mcg. per cent. During one 48-hour period he 
manifested some signs of impending hepatic coma 
which cleared after rigid protein restriction. He again 
left the hospital against advice and returned from 
October 29, 1956 to November 5, 1956. He had been 
taking Gelusil and Meticorten in the interim. 


* Trainee, National Institute of Arthritis and Metabolic 
Diseases. 


Physical examination on admission revealed a mal- 
nourished, chronically ill man with massive ascites 
and peripheral edema. Liver palms, white nails, and 
numerous spider nevi were noted. The liver could be 
palpated 6 cm. below the right costal margin and 
was blunt, firm, nodular, and non-tender. The spleen 
was not palpably enlarged. He was placed on a 500- 


Three patients in hepatic coma have 
been treated with intravenous l-arginine 
HCl with recovery in all three. Use of 
arginine is recommended in the manage- 
ment of hepatic coma. 


mg. sodium, low protein, high carbohydrate diet and 
was continued on Meticorten and antacids. 

On November 1, 1956, he became irrational and 
completely disoriented, with a flapping tremor and 
fetor hepaticus. Blood ammonia was 133 mcg. per 
cent. He became progressively lethargic and eventu- 
ally semi-comatose. Six grams of /-arginine HCl* was 
given intravenously and, in the succeeding 18 hours, 
he cleared mentally and was again oriented and 
rational, and the signs and symptoms of hepatic coma 
disappeared. Blood ammonia on November 3, 1956, 
was 113 mcg. per cent. He stated he felt better than 
at any time in the preceding six months. Unfortu- 
nately, he left the hospital again against medical ad- 
vice. Total dose of arginine was six grams. 

Case 2. W. M., KUMC 49-1474, a Negro male, 
age 47, was being treated on his sixth KUMC ad- 
mission. His first three admissions were in 1949, 
1952, and 1953 for treatment of Laennec’s cirrhosis 
with ascitic decompensation. In 1953 esophageal 
varices were first discovered by x-ray. His fourth ad- 


* Obtained from California Foundation for Biochemical 
Research, Los Angeles, California. 
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mission in 1954 was because of the appearance of a 
large node at the angle of the left mandible. The pa- 
tient refused surgery at that time and was re-admitted 
in January of 1956 for the fifth time, when an ex- 
cision biopsy of the mass showed it to be metastatic 
anaplastic carcinoma. The primary site has not been 
determined. 

He was admitted for the sixth time on November 
17, 1956, with the complaint of increasing abdomi- 
nal and ankle swelling, and of a cough of two weeks’ 
duration. He noted black bowel movements for a few 
days prior to admission and moderate anorexia. He 
admitted considerable alcoholic intake over many 
years. 

Physical examination revealed induration of the 
area of the neck biopsy but no clinical recurrence. 
Spider nevi were present, as was mild clubbing of 
the fingers. Tense ascites and 4+ peripheral edema 
was readily apparent, and a rectal stool specimen was 
black and hematest positive. An upper extremity 
tremor was present but was not flapping in nature. 
He was treated with antacids with cessation of the 
gastrointestinal bleeding, and ascitic removal was ac- 
complished slowly by means of an intra-abdominal 
catheter. The ascitic fluid revealed Class V cells on 
cytologic study. 

On December 4, 1956, it was noted that the pa- 
tient was confused and totally disoriented. A marked 
flapping tremor was present for the first time. Blood 
ammonia was 203 mcg. per cent. He became pro- 
gressively stuporous and by the following morning 
was completely comatose, and fetor hepaticus was 
noted. Ten grams of /-arginine was begun and com- 
pleted in two hours. Two succeeding 10-gram treat- 
ments were given at approximately eight-hour inter- 
vals. Four hours after the first infusion he began to 
respond and became considerably agitated. In the 
succeeding 12 hours he cleared mentally, the agita- 
tion disappeared, and the following morning he re- 
sponded in a rational manner to questioning. During 
the evening of December 5, 1956, the flapping 
tremor reappeared but was gone by the following 
morning. Blood ammonia on December 6, 1956, was 
192 mcg. per cent. The patient remained mentally 
clear and, on December 9, 1956, demanded to leave 
the hospital and was released against advice. Total 
dose of arginine was 30 grams. 

Case 3. S. L. R., KUMC 56-14916, a white female, 
age 50, is now reported on her second KUMC ad- 
mission. Her first admission was from November 6, 
1956 to December 2, 1956. History revealed that 
the patient had suffered an apparent attack of hepa- 
titis in 1945. She had remained fairly well since then, 
except for a surgical exploration in 1951 because of 
a benign intestinal obstruction. In the year prior to 
admission she had noted gradual enlargement of the 


abdomen and loss of appetite and had been treated 
by her local physician with ACTH, steroids, and di- 
uretics. Two weeks prior to admission the abdominal 
swelling began to interfere with her breathing and, 
at the time of admission, she was acutely dyspneic 
and orthopneic. Immediate paracentesis was done, 
with relief of much of the dyspnea. Other significant 
physical findings were a loud bruit over the epigas- 
trium and peripheral edema. No jaundice was pres- 
ent. Liver function studies revealed moderate paren- 
chymal dysfunction. A liver biopsy was unsuccessful. 
Blood ammonia values ranged from 137 to 193 mcg. 
per cent. Hepatic vein catheterization revealed an 
elevated hepatic wedge pressure with no evidence of 
hepatic necrosis. 

She was treated with sodium restriction, low pro- 
tein, high carbohydrate diet, antacids, and Cortisone. 
She was discharged to be followed by her local 
physician. 

She was seen by her physician on the evening of 
December 16, 1956, and was noted to be confused and 
to have a mild tremor. In the preceding few days 
she had received Diamox, in an attempt to reduce 
the peripheral edema. On December 17, 1956, she 
was found in a semi-comatose condition and brought 
to this hospital. Examination revealed the findings 
reported before, and additionally that she was in an 
agitated semi-comatose state. There was moderate 
ascitic accumulation, marked peripheral edema, and 
hyperactive reflexes. No pathologic reflexes could be 
elicited, and there was no tremor. Fetor hepaticus was 
questionably present. Blood ammonia was 338 mcg. 
per cent. 

An enema was given with good results; no blood 
was evident. Magnesium citrate (two ounces) was 
given and Neomycin was started—one gram every 
six hours. Ten grams of /-arginine HCl was given 
intravenously over a two-hour period shortly after 
admission, and the dose was repeated one time four 
hours after admission. Within four or five hours after 
the first infusion was begun she became quiet and 
began to respond more appropriately to questioning, 
although she was still disoriented. During the suc- 
ceeding 12 hours she became alert and by the fol- 
lowing morning, was able to sit up in bed, converse 
intelligently, and eat breakfast. She had no recall of 
the preceding 24 hours. Blood ammonia was 228 
mcg. per cent on December 18, 1956, and 167 mcg. 
per cent on December 19, 1956. At the time of this 
report the patient is still in the hospital and has re- 
mained without evidence of recurrence of coma. 


Discussion 


The clinical recovery of these patients was much 
more rapid than hitherto obtained with other meth- 
ods of therapy. None of these patients received 
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mono-sodium glutamate at any time, although other 
means of supportive therapy were given. 

Arginine probably exerts its beneficial and pro- 
tective effect by increasing the turnover rate of the 
classic Krebs-Henseleit urea cycle within the liver. 
Recent monographs* * have reviewed the reactions in 
this cycle extensively, and they will not be discussed 
here. Further studies on arginine metabolism in he- 
patic coma in these and other patients are in prog- 
ress and will be reported at a future date. 


Department of Medicine 
University of Kansas Medical Center 
Kansas City, Kansas 
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A people may prefer a free government, but if from in- 
dolence, or carelessness, or cowardice, or want of public 
spirit, they are unequal to the exertions necessary for pre- 
serving it; if they will not fight for it when it is directly 
attacked; .. . if by momentary discouragement, or tempo- 
rary panic, or a fit of enthusiasm for an individual, they 
can be induced to lay their liberties at the feet even of a 
great man, or trust him with powers which enable him 
to subvert their institutions—in all these cases they are 
more or less unfit for liberty; and even though it may be 
for their good to have had it even for a short time, they 


are unlikely long to enjoy it. 


—John Stuart Mill 
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It is again time for those annual New 
Year's resolutions. Do you have yours made 
out? Perhaps the following quotations may 
offer some useful suggestions to you. 


“There are two good rules which ought to 
be written upon every heart. Never believe 
anything bad about anybody, unless you posi- 
tively know that it is true. Never tell even 
that, unless you feel that it is absolutely neces- 
sary, and that God is listening while you tell 
it.” Henry van Dyke 


“If it is not right, do not do it: if it is not 
true, do not say it.” Marcus Aurelius 


“However mean your life is, meet it and 
live it; do not shun it and call it hard names. 
It is not as bad as you are. It looks poorest 
when you are richest. The fault-finder will 
find faults even in paradise. Love your life.” 

Henry David Thoreau 


“Trust men and they will be true to you; 
treat them greatly and they will show them- 
selves great, though they make an exception in 
your favor to all their rules of trade.” 

Ralph Waldo Emerson 


“They that be diligent about their work 
live without check or rebuke.” 
Sir Thomas More 


“They stumble that run fast.” 
William Shakes peare 


“A man must have the gift to discern at 
all turns where the true heart of the matter 
lies and to plant himself courageously on that, 
as a strong true man that other men may rally 
round him there. He will not continue leader 
of men otherwise.” Thomas Carlyle 


“What part soever you have taken upon 
you, play that as well as you can and make 
the best of it.” Sir Thomas More 


“The way to speak and write what shall not 
go out of fashion is to speak and write sin- 
cerely. The argument which has not power to 
reach my own practice, I may well doubt will 


fail to reach YOUES.” Ral Waldo Emerson 


“A virtue which I need in a higher degree, 
to give beauty and lustre to my behavior, is 
gentleness. If I had more of an air of gentle- 
ness I should be much mended.” 

Jonathan Edwards 


“Happiness and success depend strangely 
upon our ability to free our minds to work for 
us. Anything that inhibits the flow of spirit- 
ual energy through the mind tends to defeat 
us. A careful and consistent cultivation of a 
relaxed attitude is important. You do not 
need to be defeated by anything. Your life 
can be a great experience. Get the calm, se- 
lective ability to take up one thing at a time 
and concentrate upon it. Deal finally with it, 
if possible, before passing on to the next 
matter.” Norman Vincent Peale 


“The peacock, spreading his gorgeous tail, 
stalked up and down in his most stately man- 
ner before a Crane, and ridiculed him for the 
plainness of his plumage. ‘Tut, tut!’ said the 
Crane; ‘which is the better now, to strut about 
in the dirt, and be gazed at by children, or 
to soar above the clouds, as I do?’”’ Aesop 


“O friend, never strike sail to fear! Come 
into port greatly, or sail with God the seas. 
Not in vain you live, for every passing eye is 
cheered and refined by the vision.” 

Ralph Waldo Emerson 


“Practice lifting your mind above the con- 
fusion around you. One way is to form mental 
pictures of great hills or mountain ranges, the 
wide sweep of ocean, some green valley 
spreading out below you. You can even hear 
skylarks if you listen carefully.” 

Norman Vincent Peale 
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PRESIDENT’S PAGE 


DEAR DOCTOR: 

If you were interpreting medical opinion on health stand- 
ards to the Kansas legislature would you say— 

That in the interests of public safety the people must 
require a minimum level of professional education of every 
practitioner in the healing arts before he is permitted to 


practice— 
That the very least requirement shall be an understand- 


ing of anatomy, bacteriology, chemistry, pathology, and of 
physiology— 

That the people may grant different degress of practice 
rights and shall require a higher degree of education for 


broader privileges— 
That when any school wishes to embrace techniques cur- 


rently denied, it may earn such right by raising its educa- 


tional standards— 
That all this discriminates against no one and favors no 


one— 
That it is for public protection which cannot be compro- 


mised without penalty exacted in lives— 
That the whole problem is just that simple. 
Or what would you say? 


Fraternally, 


President 
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EDITORIAL COMMENT 


Healing Arts Act 


The House of Delegates met at Wichita on Sunday, 
October 28, 1956, and authorized the Society to pre- 
sent to the 1957 Kansas legislature a Basic Science 
Bill. This would require all future chiropractors, doc- 
tors of medicine, and doctors of osteopathy to suc- 
cessfully complete an examination in anatomy, 
physiology, chemistry, bacteriology, and pathology 
given by a special board of science professors from 
state universities before being qualified to take an 
examination for a license to practice in this state. 

The House of Delegates also authorized the intro- 
duction of a bill creating a Healing Arts Board con- 
sisting of representatives from the three groups named 
above and possibly one other. Every person now li- 
censed in the state would retain his present privileges 
without curtailment, but Kansas osteopaths would be 
entitled to take an examination in medicine and sur- 
gery (just like the examination taken by the doctors 
of medicine) from the medical segment of the board 
for a license to use drugs and to practice surgery. 

Other than that, applicants for licenses will be 
examined only by those members of the board who 
hold a license of the type sought by the applicant. 

The executive secretary of the Kansas Medical 
Society was asked to appear before a meeting of 
chiropractors to explain how this proposal might 
benefit chiropractors. He presented the following be- 
fore their meeting in McPherson on Sunday, Decem- 
ber 16, 1956: 

I welcome this opportunity to visit with you and 
shall make a sincere effort to evaluate, as I was invited 
to do, the benefits that would accrue to chiropractic 
from the passage of a Healing Arts Act. 

To avoid any future misunderstanding about what 
I may or may not have said, these comments have 
been prepared in quantity and I am pleased to have 
you follow the copy with me as I read. 

I also wish to state that my remarks have not been 
endorsed by the Kansas Medical Society so they are 
not necessarily the opinion of the Society. I believe, 
however, that I have here fairly expressed the philos- 
ophy of the medical profession of this state on the 
subject of standards for health care. 

I hope that a small group of responsible represent- 
atives of your association and of the medical society 
can in the very near future meet for an extended and 
a frank discussion of this proposed piece of legislation, 
so a complete understanding can be reached and, if 
possible, at least a measure of agreement. 

You surely understand that it would, therefore, 
not be appropriate for such discussion to take place 
at this time. I, therefore, respectfully state that I shall 


leave when these comments are concluded and will 
await your further pleasure for a joint committee 
meeting. 

You are in the process of evaluating chiropractic’s 
position with reference to a Healing Arts Act for 
Kansas and would not have invited me to talk on the 
subject if you did not expect a thoughtful and an 
honest opinion. I promise I shall do my best to justify 
the time you have given me. 

If this discussion is to be of any benefit whatever, 
it will require a little effort by all parties concerned. 
We will need to have confidence in each other, at 
least until proven false. We must respect our different 
opinions and as far as possible erase our prejudices. 
And, finally, you expect me to be frank even to the 
point of opinions with which you might not agree, 
otherwise the time spent in discussing this subject 
will be wasted. 

The philosophy of the doctors of medicine in Kan- 
sas on the subject of practice rights has for many 
years been widely expressed. It will not be new to 
you, but for the purpose of starting together here 
is a brief review. 

The right to practice the healing arts is not vested 
within any one group or school of healing. It is the 
people of Kansas who grant this right. Therefore, it 
is actually a privilege given to a few, but under the 
control of the public. 

We have contended for many years, as you know, 
that the privilege to use drugs and to perform surgery 
with instruments is not given to the doctor of medi- 
cine as such. It is rather an expression by the people 
that a minimum standard of education is necessary 
before a physician may safely approach the public 
with such rights. 

Until now only the doctor of medicine has met 
the Kansas standard, and therefore he only has a 
license giving him the right to use drugs and to per- 
form surgery. As other schools improve their stand- 
ards of education to equal those of medicine, they 
should and they WILL be granted equal practice rights. 
That is no departure from our position of many years 
standing. It has often been distorted and has often 
been misunderstood, but we steadfastly claim that the 
risk to the public is great enough under even ideal 
circumstances, and no compromise on these standards 
can be made with safety. 

The use of drugs and the performance of surgery 
isn’t the only hazard. Failure to recognize a patient's 
condition is one of the most serious of all errors 
committed in the healing arts. It stands to reason 
that the frequency of these mistakes and their seri- 
ousness will be in direct proportion to the lack of 
knowledge a physician has about the body, its func- 
tions, and its pathology. 

I wish to apologize for the use of a simple illus- 
tration, but not being trained in any branch of the 
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healing arts, I cannot think of a more appropriate 
example than that of a watch. You expect your watch 
repairman to know what is inside this watch, to rec- 
ognize the various pieces, their locations, and their 
functions. He should know enough about their ap- 
pearance and how they work that failure of any part 
can readily be identified. He should be familiar 
enough with all these parts to recognize them out of 
location and even when only small portions of a part 
are shown. He should know what the parts are made 
of and why one piece is of different material than 
another. 

Unfortunately, my simple illustration is not alto- 
gether accurate and cannot be followed to a definite 
conclusion, but we have in the crude example, I be- 
lieve, all the elements of the five basic sciences. 

Our interest in the basic sciences is only for pro- 
tection of the public. We believe there must be a 
minimum level of education which any practitioner 
must have attained before he may be permitted to 
care for sick or for injured people. We are not par- 
ticularly concerned over HOW he proposes to treat 
the patient. We are worried about whether he knows 
WHY he is treating the patient and what he is treat- 
ing him for. 

Since the public cannot individually defend itself 
against unqualified practitioners, it must do so collec- 
tively through laws. It is the sincere opinion of the 
Kansas Medical Society that a practitioner of the 
healing arts should know at least the basic things 
about the body and that the public has a right to de- 
mand that he show evidence of such knowledge be- 
fore he is permitted to practice. Then the examination 
by his professional board will concentrate on ques- 
tions relating to treatment methods. 

Chiropractic has at times opposed basic science ex- 
aminations, and the many various reasons, we believe, 
fall into two categories. It appears then that you may 
oppose this proposed legislation on one or the other 
of two general arguments. 

You may claim that the principles of medicine are 
false (as did the early osteopaths) and declare that 
your single treatment of spinal adjustment and that 
alone is effective for all conditions. You would de- 
nounce surgery and reject medicine's diagnostic pro- 
cedures on malignancy. You would deny the value 
of vaccinations and immunizations. You would say 
that drugs do not combat infection. If you do that, 
you could sincerely argue that you have no use for 
the knowledge of :the basic sciences. 

Should you elect that course, the medical pusfension 
will balance its discoveries against your belief and 
rest its case before the court of public opinion. This, 
if it is to be the stand of chiropractic in Kansas, will 
isolate your profession from the other healing arts. 

Your only other possible objection is a public ad- 
mission of inadequacy and lack of education. Here 


you blame whatever you care to call responsible. Even 
if you were to adopt this course, the evidence from 
your own colleges and the record from your own 
practitioners in other states will refute you. 

It is the inadequate, and only the inadequate, who 
fails to pass a reasonable basic science examination. 
Such a person, whether he be a doctor of medicine 
or a doctor of chiropractic, has no right to treat sick 
people. No reasonable person can deny the justice of 
that position, and I am sure the chiropractic associa- 
tion must agree. 

Permit me to say this once again. The doctor of 
medicine resents the basic science examination about 
as much as you do, but this law is not written for the 
doctor of medicine. Nor is it written either for or 
against the doctor of chiropractic. The law is designed 
to protect the public against persons who are mani- 
festly unqualified to treat disease because they cannot 
recognize it or to advise on physiology because they 
have no understanding of body functions. The chiro- 
practic society, I honestly think, cannot take the 
stand that knowledge of these subjects is without 
value in caring for sick people, nor can it gracefully 
endorse the position that some minimum educational 
standard is not necessary for public protection. Chiro- 
practic’s only real problem then is whether it wants 
this level as high as or below that recommended by 
other branches of the healing arts. 

Therefore, we hope your society will take the third 
alternative and either support the proposal or at least 
not actively oppose it. 

Perhaps you already know, but this is what is being 
suggested under the so-called Healing Arts Act— 
that the practice acts of chiropractic, medicine, and 
osteopathy be repealed, that a composite board be 
created consisting of members from each of the three 
branches of healing with broad enforcement powers, 
and that each would examine only in its own field— 
that not one single practice privilege be taken from 
any person now licensed by any of the three boards, 
and that in the future a certificate issued by a board 
of basic science examiners be made prerequisite be- 
fore the professional examination could be taken. 

Now may I review. I have been frank. I have not 
intended to be disrespectful to anyone. I hope I have 
not left that impression, but neither have I tried to 
mislead you with a glossed-over account. I hope I 
have answered the question I was invited to discuss. 
I hope I have made clear our invitation to work out 
any disagreements that may exist in the details of the 
bill. We will do everything short of compromising 
our principles and short of endangering public pro- 
tection to obtain your acceptance of this proposal. We 
hope you will want to place chiropractic under this 
act for exactly the same reason medicine proposes to 
be placed under this act—for public protection. And 
in the field of the healing arts, in the field of health 
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care, there is no benefit that can come to a profession 
greater than that of having contributed to the public 
safety, to the public health, and to the public well 
being. 

So if I failed to make myself clear—this then is 
what chiropractic stands to gain. It will gain a place 
of respect in the healing arts professions, it will ex- 
perience the confidence of having voluntarily raised 
its own standards, and most of all it will find the 
satisfaction of having been of service to the public. 
And I think that is reward enough. I thank you. 


Save a Million Dollars a Year 


We can show you how Kansas can save one million 
dollars a year. We and six other states, New Mexico, 
Arizona, Nevada, Wyoming, Idaho, and Montana, 
six mountain states and our plains state, can lead the 
nation. 

Nor is there any secret about this. The Kansas leg- 
islature, hard pressed to reduce the budget without 
curtailing a single program, to raise the revenue 
without adding to a single tax, is welcome to the 
information. 

The story concerns E.T.V., letters that youngsters 
and adults alike all over the east as well as in the 
deep south understand to mean Educational Tele- 
vision. The term will also be heard increasingly dur- 
ing the next few years in a tier of states two deep 
all around us because they either have or are plan- 
ning E.T.V. We will scarcely ever use the term at all 
in Kansas because we are saving a million dollars a 
year and E.T.V. has no meaning in this state. 

The important thing is that you have nothing to buy, 
nothing to do. Just sit perfectly quiet and on April 1 
of next year, or sometime near that date, the Federal 
Communications Commission will release to com- 
mercial interests the channels that are now being held 
for E.T.V. It is just that simple and just that final 
—you have saved Kansas one million dollars a year 
—forever! 

A million dollars a year is not peanuts. It will, in 
fact, buy every man, woman, and child in this state 
five ten-cent bags of peanuts during the year. It will 
just about cover the cost of one matinee motion pic- 
ture performance a year for each person in the state. 
It is 50 cents apiece! 

That same half dollar a year will in eight years 
build eight transmitter towers to cover every county 
in the state and supply daily, year round programs 
for anyone with a television set who wants to tune it 
in. 

For 50 cents a year you can see programs of edu- 
cational value from all over the world on almost 
every subject on earth. You will have locally pro- 
duced concerts, speeches, and dramas from the uni- 
versities and colleges of Kansas. You will have for- 


mal classroom-type courses for children and for adults 
that can be taken for credit. Programs will be pre- 
sented by the Kansas Medical Society, the Highway 
Patrol, the Industrial Development Commission, and 
many other societies and organizations. 

For 50 cents a year you can turn on your television 
set with the knowledge that you will not have to 
watch a single commercial. 

Of course you can do that only if you visit in 
Colorado or Nebraska or California, or in Louisiana, 
or anywhere in fact except in the six states named 
above. Because if the 1957 Kansas legislature has not 
taken at least a definitely committed step toward such 
a program, the eager commercial interests will be 
given the channels and that will be that. 

Kansas will have saved one million dollars a year 
and will once again have demonstrated what this 
grand and unfathomable state has so often shown— 
that she either will be first and brilliant and heroic 
and outstanding or, failing that, she will be last or 
not at all. 


Annual Meeting for 1957 


A change in the format of the annual meeting of 
the Kansas Medical Society has been announced by 
the committee planning the event. The session will 
be held in Wichita from Sunday, May 5, through 
Thursday, May 9, 1957. 

Although the complete program will not be avail- 
able until later, an outline of the schedule has been 
arranged. The following listing of events gives the 
over-all picture. 

The Kansas Chapter of the American Academy of 
General Practice will meet on Sunday afternoon and 
will hold its annual banquet that evening. A pro- 
gram will follow the banquet, then a business ses- 
sion for members and entertainment for their ban- 
quet guests. The group’s scientific program will be 
presented on Monday morning, ending at noon so 
that members may join others of the Kansas Medical 
Society for sports events. 

Monday afternoon will be devoted to golf and 
shooting, and the evening program will include the 
annual sportsmen’s banquet and the awarding of 
prizes. 

The scientific program usually scheduled for Tues- 
day morning of the session will not be held this year. 
Instead, beginning with a breakfast at 7:30, the time 
will be devoted to the first 1957 meeting of the 
House of Delegates. This will leave Tuesday evening 
free, which will be pleasing to many who objected 
to the former plan of holding the first House of 
Delegates meeting on Tuesday evening. 

A nationally known speaker will address the So- 
ciety on Tuesday afternoon, to begin the annual pro- 
gram. Later two in-state speakers will present papers 
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on the general subject of geriatrics. Three more speak- 
ers will be heard on Wednesday morning, and the 
afternoon will be devoted to two panel discussions 
presented by six speakers. The subject discussed by 
one panel will be gastroenterology, and the subject 
of the other will be cardiovascular disease. Three ad- 
ditional papers will be presented on Thursday morn- 
ing. 

Since there will be special exhibits at the Wichita 
Forum this year, where the sessions will be held, 
there will not be room for luncheon sessions there. 
Consequently, the Broadview Hotel will be the scene 
of the one general luncheon on the schedule this 
year, on Wednesday noon. The annual banquet, as 
in the past, will be held on Wednesday evening and 
will be followed by a program. 

The 1957 meeting will close after a second House 
of Delegates meeting on Thursday afternoon. 

No plans have yet been announced by the Woman's 
Auxiliary to the Kansas Medical Society, the Kansas 
Medical Assistants’ Society, and the many specialty 
groups made up of physicians, but these groups will 
also schedule meetings during the week. Announce- 
ments will be made as information is available, and 
complete programs will be published in the April 
issue of the JOURNAL. 


International Medical Film Program 


The international medical film program, a new fea- 
ture of the American Medical Association’s 1957 
annual meeting, is creating considerable interest 
abroad, according to Ralph P. Creer, director of mo- 
tion pictures and medical television, American Medi- 
cal Association. Many applications are now coming 
in, indicating an extensive program of medical films 
made in other countries. 

The aim of the film program is to bring before 
the doctors attending the meeting outstanding motion 
pictures produced abroad dealing with many aspects 
of medical science. This feature is in support of the 
“People-to-People’’ program which President Eisen- 
hower launched this summer and in which medicine 
and the health professions are cooperating under the 
chairmanship of Dr. Louis H. Bauer, secretary-general 
of the World Medical Association. 

Although the film program is in no way com- 
petitive, a certificate of participation will be awarded 
to each film of distinction selected for showing. 

In connection with this film program, which is to 
be held at the Barbizon Plaza Hotel in New York 
City, June 3-7, 1957, a discussion is planned on the 
problems of a freer international medical film ex- 
change. All country representatives interested in dis- 
semination of medical knowledge by the film medium 
are invited. Special social events will also provide an 
opportunity for the participants to meet informally 
and discuss problems of mutual interest. 


The film program will be scheduled so as to per- 
mit participants to visit scientific exhibits and other 
programs, including color television, as guests of 
the American Medical Association. 

Applications for the program and further informa- 
tion can be obtained from the American Medical As- 
sociation, Motion Pictures and Medical Television, 
535 North Dearborn Street, Chicago 10, Illinois. 


Medicine and music are universally conceded to be 
international languages. Perhaps there are many 
more. The experience of the lawyers compares with 
our experience as physicians, in that it reveals an un- 
quenchable determination among men of every land 
and language to assert the dignity of the individual, 
his inviolable rights to freedom of action, and the 
subordination of government to those rights.—W orld 
Med. J., May, 1956. 


Citation to Ciba Pharmaceuticals 


A citation to Ciba Pharmaceuticals, Inc., was 
awarded by the American Medical Association at its 
recent meeting in Seattle in recognition of Ciba’s 
service to the medical profession through its national 
television series, ‘““Medical Horizons.” 

The citation contained the following sentences. 
“By accurately and dramatically telling the story of 
medicine and medical progress through ‘live’ pick- 
ups from hospitals, medical schools, and research 
laboratories, you have given the general public a new 
insight into the work and achievements of its doctors. 
Because of these outstanding contributions to medi- 
cine, you have proved yourself deserving of this spe- 
cial recognition.” 

The current 39-program series includes programs 
produced at the Mayo Clinic, Sinai Hospital in Balti- 
more, Duke University, the University of Georgia, 
Rockland State Hospital in Orangeburg, New York, 
the U. S. Naval Base in New London, Connecticut, 
the University of Pennsylvania, the University of 
California, and the Cleveland Clinic. 


Parke-Davis Research Center 


Selection of a site in Ann Arbor, Michigan, near 
the University of Michigan campus, was announced 
recently by Parke, Davis and Company as the location 
for its new $10,000,000 medical research center. A 
structure to be completed there by early 1959 will 
supplement present research facilities. 

Approximately 400 workers are now employed in 
the firm’s research division, and Parke-Davis an- 
nounces a “substantial number” will be added when 
the new center is completed. Studies are going for- 
ward on cancer, cardiovascular diseases, mental dis- 
orders, virus diseases, and other health problems. 
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Clinicopathological Conference 


Fatal Depression of the Granulocytic Leukocytes 


CASE PRESENTATION 


The subject of this conference was a 72-year-old 
white woman who was admitted to the University of 
Kansas Medical Center on December 31, 1955, with 
the complaint of sore throat and mouth. She had had a 
sudden onset of sore throat and painful ulceration of 
the oral mucous membranes on December 25, 1955. 
These symptoms were associated with intermittent 
fever up to 101 degrees, and because of the sore 
mouth she had been unable to take solid foods. Treat- 
ment with several medications, including oral penicil- 
lin, had given her no relief. The patient had lost 10 
pounds since the onset of her illness. 

She described a single episode of severe left chest 
pain which radiated into the left arm and shoulder 
and was associated with exertional dyspnea, sweating, 
and weakness about November 15, 1955. An electro- 
cardiogram made at that time was reported to be 
normal. There was a six-month history of mild ex- 
ertional dyspnea. She also had had a recurrent 
bearing-down pain in her lower abdomen which she 
said was similar to menstrual pain, and which was 
associated with one episode of vaginal spotting a 
month before her admission. 

When she entered the hospital she was thin and 
appeared to be chronically ill. Her blood pressure 
was 140/80; pulse, 80; respiration, 20; temperature, 
100 degrees, orally. There was an erythematous ulcer 
1 cm. in diameter on the inner aspect of the lower 
lip. In the center of the ulcer was a yellow plaque 
1 mm. in diameter. There was a grade I systolic mur- 
mur at the cardiac apex, and many fine crepitant rales 
were present in the left base. The liver edge was 
palpable at the right costal margin and was tender. 
Pelvic examination was negative except for moderate 
senile vaginitis. There were bilateral varicosities of 
the leg with a stasis dermatitis on the right leg. 

The red blood count on admission was 4,400,000 
with 12.8 gm. of hemoglobin, and the white count 
was 2,250 with 100 per cent lymphocytes. The 
urinalysis was negative. Serum electrolytes and blood 
urea nitrogen were normal on admission. The sedi- 
mentation rate was 24 mm. in one hour. The direct 
serum bilirubin was 0.2 mg. per cent; alkaline phos- 


Edited by Jesse D. Rising, M.D., and Mahlon Delp, M.D., 
from recordings of the conference participated in by the 
departments of medicine, pediatrics, surgery, radiology, and 
pathology of the University of Kansas Medical Center as 
well as by the third and fourth year classes of medical 
students. 
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phatase, 5.3 units; bromsulphalein retention, 20 per 
cent ; thymol turbidity, 13 units; cephalin cholesterol, 
2 plus; prothrombin time, 65 per cent of normal. 
The serum albumin was 3.07 mg. per cent; the serum 
globulin was 2.93 mg. per cent. 

Frequent platelet counts were consistently within 
normal limits, and daily blood counts showed essen- 
tially normal hemoglobin and red count. The white 
count was generally under 1,000 until January 9, 
1956, and the differential showed 100 per cent lym- 
phocytes until January 7, 1956, at which time 2 
neutrophils appeared. On January 9 the white count 
was 2,200 with 18 per cent neutrophils, 56 per cent 
monocytes, and 26 per cent lymphocytes. Subsequent 
to this date the patient’s white count rose rapidly, 
reaching 72,000 on January 14 with 85 per cent 
neutrophils. The direct Coombs’ test was negative. 
The admission bone marrow biopsy showed general- 
ized hypoplasia with aplasia of the neutrophilic ele- 
menits. 

Serum electrolytes were done almost daily, and on 
January 7 the sodium was 122 mEq/L; carbon di- 
oxide, 22 mEq/L; and chloride, 90 mEq/L. These 
remained in this range until January 13, at which time 
the sodium was 129 mEq/L; potassium, 5.3 mEq/L; 
carbon dioxide, 21 mEq/L; and chloride, 105 mEq/L. 
The blood urea nitrogen rose gradually until January 
12, when it jumped from 28 to 42 mg. per cent, and 
on January 14 it reached 69.5 mg. per cent. 

A repeat hepatogram on January 9 showed a total 
bilirubin of 3.8 mg. per cent; alkaline phosphatase, 
1.4 units; cephalin cholesterol, 3 plus; thymol tur- 
bidity, 19 units; serum albumin, 2.32 mg. per cent; 
serum globulin, 2.78 mg. per cent; and the total 
cholesterol was 136 mg. per cent with 26 per cent 
esters. The urine culture on January 3 grew out an 
enterococcus and a non-hemolytic Staphylococcus 
aureus, both of which were resistant to all antibiotics 
tested. Four blood cultures were negative at 10 days. 

Shortly after admission the patient's temperature 
rose to 101 degrees, and for the next five days she 
had a septic temperature with peaks up to 102 
degrees. There was gradual defervescence beginning 
on January 7, and for the remainder of her hospital 
course she was afebrile. 

On January 1 she was started on 600,000 units of 
penicillin every six hours. The following day the 
dose was increased to 1,000,000 units every six hours, 
and corticotropin (ACTH) gel was begun in daily 
doses of 80 units. On January 5, 25 mg. of cortisone 
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every six hours was added. The patient seemed weaker 
and less alert, but her fluid intake and output re- 
mained fairly good. 

She was given 250 cc. of fresh whole blood daily 
from January 5 to 10. Her condition became worse, 
however, and bilateral pneumonia developed. On Jan- 
uary 6 she had marked tachycardia and hyperpnea 
which was only partially relieved by oxygen. Strepto- 
mycin and novobiocin were added to the antibiotic 
regimen. On January 7 abdominal distention and nau- 
sea were noted. The serum sodium was 122 mEq/L, 
and the urine output was 320 ml. She was given sodi- 
um chloride by mouth, but there was no improvement 
of her serum electrolytes. 

By this time the patient was receiving 200 mg. of 
cortisone daily, and the corticotropin had been dis- 
continued. On January 8 and 9 she was given 100 ml. 
of 5 per cent sodium chloride solution intravenously, 
but there was little change in the serum electrolytes, 
and the patient’s abdominal distention and oliguria 
persisted. There seemed to be little, if any, progres- 
sion of the pneumonia, although she had developed 
clinical icterus. 

On January 10 it became necessary to give the pa- 
tient additional intravenous fluids. On January 11 the 
pneumonia seemed to be increasing, and cyanosis 
developed even on change of position. The patient 
was placed in an oxygen tent and given increased 
doses of antibiotics. There was gradual deterioration, 
however, and early on the morning of January 14 she 
showed marked respiratory distress, and her blood 
pressure dropped to shock levels. She was given 137 
mgm. of hydrocortisone intravenously with slight 
benefit, and by noon she was completely unresponsive 
and her respiration was extremely shallow and 
labored. She died at 4:30 p. m. on January 14. 

Dr. Mahlon Delp (moderator): Are there any 
questions for Dr. Woods? 

Curtis Drevets (fourth year medical student) *: I 
should like to know more about the abdominal dis- 
tention. Was it tympanitic or dull to percussion, were 
bowel sounds heard, and was she passing stools? 

Dr. Hugh J. Woods (resident in medicine): She 
was having bowel movements until she died. The 
abdomen was tympanitic, and the bowel sounds were 
considered to be normal until January 12. At that 
time they became hypoactive but were still present. 

Question: What was the color of the stools? 

Dr. Woods: They were not unusual. 

Question: Was she on any treatment or medica- 
tions before admission ? 

Dr. Woods: She was on several medications; the 


* Though a medical student in May, 1956, when this 
conference occurred, he, like the others referred to as stu- 
dents, received the M.D. degree in June, 1956. 


only one we could positively identify was oral peni- 
cillin. 

Courtney Clark (fourth year medical student) : 
What medications were given to her about the middle 
of November? 

Dr. Woods: The treatment at that time consisted 
mainly of bedrest. She was given one or two hypo- 
dermics. 

Paul Bartholow (fourth year medical student) : Did 
she have a history of any allergies? 

Dr. Woods: No. 

Warren Baker (fourth year medical student) : 
Were urinary electrolytes determined in this hospital ? 

Dr. Woods: No. 

Mr. Drevets: What was the course of her fluid 
output ? 

Dr. Woods: Her output until January 4 was essen- 
tially normal. We have no record on January 5. On 
January 6 it was 650 ml.; on the 7th, 350 ml.; on the 
8th, 880 ml.; on the 9th, 685 ml.; on the 10th, 450 
ml.; on the 11th, 280 ml.; on the 12th, 90 ml.; and 
on the 13th it was 70 ml. 

Daniel Boone (fourth year medical student) : Was 
there any pigmentation of her neck? 

Dr. Woods: No. 

Mr. Boone: Was she jaundiced ? 

Dr. Woods: No. 

Mr. Clark: Were any skin tests done? 

Dr. Woods: No. 

Charles Bascom (fourth year medical student) : 
What kind of sodium and food intake did she have 
before she came to the hospital, and did she eat while 
she was here? 

Dr. Woods: She had fairly adequate oral intake 
until January 7. She was on a low salt diet because 
of the steroid medication. 

Dr. Delp: She had not been eating well because 
she had a sore mouth. 

Mr. Bartholow: Did she have edema or ascites at 
any time? 

Dr. Woods: We thought that there was some 
ascites, and she developed edema of both extremities 
after January 7. 

Question: Was the spleen palpable? 

Dr. Woods: No. 

Dr. Jacob Frenkel (pathologist): What did the 
sputum cultures show, and what did you think caused 
the pneumonia? 

Dr. Woods: The bacteriology laboratory reported 
“usual flora.” 

Dr. T. K. Lin (cardiologist): What was the 
specific gravity of her urine the last few days? 

Dr. Woods: The specific gravity was not done in 
the last few days. There were three routine urinalyses 
which showed 1.005, 1.022, and 1.014. 
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Figure 1. Electrocardiogram, January 2, 1956. 


Dr. Delp: Mr. Bartholow, will you please present 
the electrocardiograms ? 

Mr. Bartholow: The first electrocardiogram was 
taken on January 2 and shows a rate of approximately 
100 with a regular sinus rhythm (Figure 1). The 
P-R interval is approximately 0.14 seconds, and the 
QRS interval is approximately 0.1 second in most 
of the leads. The RST segments are isoelectric; both 
the limb and the chest leads show slight segment 
elevation, but it is not consistent. The T waves are 
normal and upright. The position of the heart is 
horizontal. I interpret this as a normal electrocardio- 
gram. 

Dr. Delp: Do you think that the patient had a 
myocardial infarct in the middle of November? 

Mr. Bartholow: Not from this tracing. 

Dr. Delp: Mr. Boone will now present the x-rays. 

Mr. Boone: The chest film (Figure 2) made on the 
second hospital day shows calcification in the costo- 
chrondal junctions, mild osteoporosis, and a mildly 
emphysematous left chest. The heart is within nor- 
mal limits. There is a primary Ghon complex in the 
right upper lobe and a linear infiltration in the right 
apex. There is increased hilar density on the left and 
a density in the left base. Considering the clinical 
findings, I interpret this as pneumonia, although 
neoplasm, atelectasis, and pleural effusion must be 
considered. 

A lateral chest film taken the same day shows a 
compression fracture of the fourth thoracic vertebra, 
osteoarthritic lipping of the vertebra, and calcification 
of the aorta. There is a density or haziness in the 
base which is difficult to interpret because of the 
diaphragm on the opposite side. 

The kidney-ureter-bladder film taken on the fifth 
hospital day shows the intestines pushed over to the 
right side. I get the impression of a soft tissue mass 
compressing the intestines which contain some gas. 


The psoas shadows are poorly defined, and I am 
unable to make out the kidney shadows. 

Dr. Delp: Dr. Germann, do you have any com- 
ments ? 

Dr. Donald R. Germann (radiologist): She had 
generalized demineralization of the bones. I would 
not be inclined to call that a fracture of the thoracic 
spine. Instead, I think it is demineralization asso- 
ciated with developmental kyphosis that occurs in 
older people. 

Dr. Delp: Thank you. Mr. Drevets will now give 
his differential diagnosis. 


DIFFERENTIAL DIAGNOSIS 


Mr. Drevets: The patient for discussion today was 
a 72-year-old woman who was hospitalized here on 
December 31 after an illness of six days. Her com- 
plaints were fever, sore throat, and painful ulcerations 
in the mouth. She received no relief from various 
medications. There was a history of chest pain ap- 
proximately six weeks before admission. The main 
physical findings on admission were that she was 
critically ill in appearance, there was an ulceration 
of the lower lip, she had fever and basilar rales in the 
left chest, and the liver was tender and palpable. 

The laboratory reported severe leukopenia and 
agranulocytosis, but it is noteworthy that she had no 
anemia or thrombocytopenia. The bone marrow 
showed hypoplasia with neutrophilic aplasia. The 
hepatogram was slightly abnormal. 


Figure 2. Chest film made on the second hospital day. 
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She was given corticotropin, cortisone, penicillin, 
streptomycin, novobiocin, and blood. After seven 
days her white blood count began to rise, and neutro- 
phils began to appear. She continued to have evidence 
of pneumonia, and there was a fall in the serum 
sodium with a normal alkali reserve. She was given 
salt by mouth and by vein, but she did not respond. 
She became progressively worse with oliguria, nitro- 
gen retention, abdominal distention, cyanosis, hyperp- 
nea, and shock. She died on her 15th hospital day. 

I shall base my differential diagnosis on the neutro- 
penia, for which there are three main causes. First 
I shall consider infections. The most prominent 
bacterial infections are brucellosis and typhoid fever, 
but one usually does not find complete agranulocytosis 
in either of these. Furthermore, there are no blood 
cultures or serological tests to help us make this diag- 
nosis, and the history and physical findings do not fit. 
I rule out protozoan infections on the same basis. 
Viral infections such as influenza, rubeola, infectious 
hepatitis, and infectious mononucleosis can cause a 
granulocytopenia, but it is usually not as severe as in 
our patient. There are no serological tests or physical 
findings to go with these diagnoses. There are certain 
other overwhelming infections such as sepsis, but 
the history and physical findings hardly go with these. 
Tuberculosis is something that we should consider, 
because there have been cases reported in which 
miliary tuberculosis was present, but was totally un- 
suspccted ia the presence of a leukopenia such as this 
patient had. In miliary tuberculosis or severe tuber- 
culosis there usually is an infiltration of the bone 
marrow and a generalized depression of all blood 
elements. 

There are other conditions involving hypersplenism 
including Felty’s syndrome, splenic vein thrombosis 
with Banti’s syndrome, and cirrhosis with hyper- 
splenism. In these cases the spleen is almost always 
palpable. In Felty’s syndrome there is an associated 
arthritis, and we have no other physical findings to 
go with these diseases. Furthermore, they rarely cause 
complete agranulocytosis. 

Hematopoietic disorders such as aplastic anemia 
and pancytopenia cause anemia and thrombocytopenia 
which were not present in this case. At first glance 
this may look like aleukemic leukemia, but the four 
diagnostic criteria for this are lacking: anemia, throm- 
bocytopenia, hemorrhagic tendency, and immature 
blast cells in the peripheral blood. 

I now come to my diagnosis which is agranulocy- 
tosis. Patients with this disorder are usually over 40 
years old, and women are involved three times as 
often as men. It is usually a brief illness with an 
acute onset, and patients have a pronounced leuko- 
penia with decreased or absent granulocytes. The 
complete absence of granulocytes is almost pathog- 


nomonic of agranulocytosis. This patient had a 
count below 1,000 for several days, and there were 
no granulocytes in the blood for at least seven days. 
There was no significant anemia, thrombocytopenia, 
or hemorrhagic tendency. Immature cells were never 
found in the peripheral blood. Furthermore, there 
was no lymphadenopathy or splenomegaly. These pa- 
tients almost always have necrotic areas in the mucous 
membranes of the mouth, pharynx, gastrointestinal 
tract, and vaginal mucosa, and our patient had at least 
one ulceration. Such ulcerations typically have no 
polymorphonuclear reaction and no pus formation. 
The liver biopsy is compatible with agranulocytosis. 
In most cases there is degeneration and central necro- 
sis of the lobules of the liver. There is also paren- 
chymatous degeneration of the kidney. This patient 
had had some abnormal liver function studies, and 
she evidently had some renal dysfunction also. 

There are numerous classifications of agranulocy- 
tosis. I like the one of Rohr.* He divided them into 
post-irradiation, toxic, and anaphylactic. We have no 
history of the first two; therefore, I conclude that 
this was anaphylactic or sensitization to a drug. There 
is no history of any specific drug, but we know she 
had several. Agranulocytosis is probably caused by 
agglutinins, and the destruction appears to be periph- 
eral, although in years past it has been said to be 
an anaphylactic inhibition of the bone marrow. 

We must consider the clinical course of our patient. 
She was put on corticotropin and cortisone, the treat- 
ment currently accepted for agranulocytosis, and she 
had a typical response. The response starts with a 
few polymorphonuclears followed by a compensatory 
monocyte response and later by a tremendous neutro- 
philia. Approximately one-half of the patients die of 
bronchopneumonia, and we have evidence of pneu- 
monia in this patient. 

Next I want to bring out the possibility of a low 
salt syndrome. I think that this is a relative thing, but 
our patient had several criteria of a low salt syndrome. 
She had lethargy, weakness, stupor, anorexia, partial 
ileus, decreased blood pressure, oliguria, nitrogen 
retention, and decreased serum electrolytes in the face 
of a normal alkali reserve. The oliguria apparently 
developed after she was started on transfusions. 

I believe that she also had heart disease. She was 
in the age group for coronary insufficiency, and she 
had been having exertional dyspnea and chest pain. 
This could have been early failure. 

I think that her primary diagnosis is agranulo- 
cytosis of the anaphylactic type with liver and kidney 
damage. She was beginning to recover, but the com- 
plications of pneumonia, possible septicemia, renal 
damage, fluid and electrolyte disturbances, and arterio- 
sclerotic heart disease caused her death. 
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CLINICAL DISCUSSION 


Dr. Delp: Mr. Boe, this patient had pain in the 
chest last November. Do you think it was cardiac 
in origin? 

John Boe (fourth year medical student): I think 
that it was caused by cardiac ischemia. 

Dr. Delp: Do you agree with that, Mr. Cramm? 

Russell Cramm (fourth year medical student): At 
the age of 72 it is possible, even though it did not 
show on the electrocardiogram. 

Dr. Deip: What is your opinion, Mr. Bascom? 

Mr. Bascom: I thought of a pulmonary infarct. 

Dr. Delp: Mr. Bartholow ? 

Mr. Bartholow: I do not think we can say whether 
it was coronary or pulmonary embolus. 

Dr. Delp: Did you think it was cardiac in origin, 
Mr. Drevets? 

Mr. Drevets: I thought so until I saw the electro- 
cardiogram. 

Dr. Delp: You did not mention the electrocardio- 
gram when you built up this case for arteriosclerotic 
heart disease. Perhaps the protocol did not explain 
that this pain was diffuse in the left chest, in the lower 
abdomen, and in the left shoulder. Does this mean 
anything to you, Mr. Boe? 

Mr. Boe: Well, it makes one consider pulmonary 
infarct, as mentioned, and something disturbing the 
diaphragm. 

Dr. Delp: Mr. Bascom? 

Mr. Bascom: She had splenomegaly. It could have 
been a splenic infarct. 

Dr. Delp: When the patient came into the hospital 
she had findings in the left chest. Does this suggest 
anything to you, Mr. Baker? 

Mr. Baker: Diaphragmatic irritation from splenic 
infarct or pulmonary abscess. 

Dr. Delp: Did you see any abscess in the x-ray? 

Mr. Baker: No. 

Dr. Delp: Mr. Boe, what do you think about the 
steroids that this patient received ? 

Mr. Boe: With the little bit of knowledge that the 
medical profession has of the treatment of agranulo- 
cytosis, it is natural that they should try steroids. This 
treatment turned out to be successful, and it succeeded 
in changing this patient’s blood picture. Complica- 
tions of steroid therapy are multiple, and certain of 
them showed up in this patient. I do not think the 
physicians had any choice; they had to use steroids. 

Dr. Delp: Mr. Cramm, why do you think this 
patient developed such low serum sodium and chlo- 
ride? 

Mr. Cramm: One possible reason was that she 
had been sweating for approximately 10 days. An- 
other reason might be the fact that she had pneumonia 


because sodium sometimes goes into the consolidated 
areas. 

Dr. Delp: Mr. Bascom, do you have any other 
ideas ? 

Mr. Bascom: She may have had a salt losing ne- 
phritis. 

Dr. Delp: Mr. Clark, what do you think about the 
five transfusions that were given to this patient?: 

Mr. Clark: It is a treatment for agranulocytosis. 
Whether it helps I do not know, but her oliguria 
developed shortly after this. 

Dr. Delp: Mr. Cramm, why was this patient jaun- 
diced ? 

Mr. Cramm: Sturgis* said that approximately half 
of these patients do develop jaundice on the basis 
of hepatic destruction. 

Dr. Delp: What causes.this destruction ? 

Mr. Baker: I would say the toxic effects of a 
septicemia. 

Dr. Delp: Did she have a septicemia? What about 
the blood cultures, Dr. Woods ? 

Dr. Woods: They were all negative. 

Dr. Delp: Why did this patient become oliguric, 
Mr. Boe? 

Mr. Boe: I would say that there was acute renal 
shutdown ; lower nephron nephrosis is quite common 
with dehydration with or without shock. 

Dr. Delp: Dr. Wilson, will you discuss this pa- 
tient ? 

Dr. Sloan Wilson (hematologist): This tragic 
disease is usually physician-induced. ‘This creates a 
problem from the diplomatic and therapeutic point 
of view. There is another problem with which we 
are faced when we see these people, that is the 
analysis of the bone marrow in which we see two 
distinct types of tissues (1) an aplasia of the granulo- 
cytes, and (2) a maturation arrest. The prognosis in 
the latter is much better than in the former. 

Also one is impressed by the fact that, when first 
seen, these patients often look good. This patient did 
not look bad when I first saw her. A note was made 
on her chart that she was probably going to become 
much sicker, which was a mild understatement as we 
know now. Formerly practically all of these patients 
with a complete agranulocytosis of the marrow tissue 
died, but since the advent of corticotropin and the 
adrenal cortical steroids the prognosis is much better. 

The liver damage is apparently part of this picture 
just as it is a part of any prolonged septic state. I 
do not believe it is drug induced. 

Dr. Delp: Dr. Mantz will present the pathologist’s 
report. 

PATHOLOGICAL REPORT 


Dr. Frank A. Mantz (pathologist): The external 
examination of the body confirmed the fact that this 
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was a poorly nourished elderly woman with diffuse 
icterus. In addition to this there was marked cyanosis 
of her lips, mucous membranes, and nail beds, and 
edema of her lower extremities. It is noteworthy that 
there was no significant pallor of the cutaneous sur- 
faces, mucosal surfaces, the serous surfaces, or the 
sclerae. Likewise no petechial hemorrhages were 
found. 

A careful examination’ of the mucous membranes 
throughout the body disclosed that there were indeed 
a few ulcers scattered throughout the mouth. One 
of these, and the most conspicuous one, was located 
at the base of the tongue at its junction with the 
epiglottis. This consisted of focal necrosis and erosion 
of the mucous membrane with deposition of a fibrinous 
exudate in the base containing a few inflammatory 
cells, the majority of which were mononuclear. Simi- 
lar ulcers were present within the ileum and the 
bladder. The ileal ulcers were associated with hemor- 
rhage into the lumen of the bowel, and in the bladder 
there was an inflammatory reaction which showed 
evidence of early suppuration. Ulcerations of the 
esophagus and rectum were also present, but may be 


Figure 3. Sternal bone marrow smear obtained by 
aspiration on hospital admission. Note paucity of nucle- 
ated cells which in this field are exclusively erythro- 
poietic. Several platelets are seen as well. 


Figure 4. Sternal bone marrow obtained at autopsy. 
There is no distortion of architecture, but the marrow 
is crowded with immature and mature cells representing 
all phases of hematopoiesis. Immature myeloid cells 
predominate. 


accounted for by the fact that the patient had indwell- 
ing catheters into the stomach and the rectum. 

It has been stated that the characteristic bone mar- 
row pathology in agranulocytic angina is, on the one 
hand, that of almost total aplasia of the myeloid 
elements and on the other, a hyperplasia of myeloid 
elements with a maturation defect showing arrested 
development at approximately the myelocytic level. 
The sternal marrow aspiration performed by Dr. Wil- 
son (Figure 3) showed an adequate number of 
megakaryocytes and numerous platelets scattered 
throughout with the majority of the cellular elements 
being of the erythroid series. Few myeloid cells were 
found. 

It is significant that clinically there ensued a 
pseudoleukemoid state during the last three days of 
life. It is not surprising, therefore, to find that the 
post-mortem bone marrow (Figure 4) shows an 
extreme degree of hyperplasia, unassociated with any 
degree of altered architecture. The sinusoids are well 
defined, and the arrangement of the fat cells is 
relatively normal. Within the sinusoids one sees 
ample numbers of budding erythrocytes, showing that 
erythropoiesis was adequate and a normal number 
of megakaryocytes were present. The problem is to 
explain the large numbers of cells which fill the 
intersinusoidal spaces. 

A Giemsa stain shows that these cells almost uni- 
formly contain a granular type of cytoplasm. The 
significant feature is that there is an apparently nor- 
mal maturation of cells extending from the myeloblast 
phase all the way through promyelocytes with a great 
pteponderance of myelocytic elements. It appears that 
maturation is perfectly normal up to the myelocytic 
phase. This is not the bone marrow that one ordinarily 
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Figure 5. Lung. A large subpleural abscess with sur- 
rounding atelectasis and organizing fibrinous pneumonia 
from the left upper lobe. 


sees in leukemia because the architecture is well 
preserved, and there is no evidence of leukemic pro- 
liferation in the lymph nodes, in the spleen, or in 
any of the other organs. Also, we see no changes 
involving erythropoiesis or thrombopoiesis. 

The lungs showed a diffuse pleuritis with fibrinous 
exudate binding the surfaces to the parietal pleura. 
They appeared to be somewhat collapsed and atelec- 
tatic. The entire lower lobe of the left lung was 
uniformly consolidated and appeared to be chronically 
so. Similar areas of almost nodular consolidation were 
scattered throughout the remainder of the lung. Sec- 
tions showed that the pneumonic process was mainly 
chronic and fibrinous. 

Of greater interest was the presence of numer- 
ous abscesses scattered throughout the lung (Figure 
5). These were almost uniformly of subpleural dis- 
tribution. These abscesses ranged from one to five 
centimeters in diameter, the largest being found in 
the superior segment of the left lower lobe. This 
abscess had eroded into a bronchus, suggesting the 
possibility of widespread dissemination of inflam- 
matory material throughout the lungs via the bronchi, 
and had ruptured through the pleural surface, soiling 
the pleura and creating an intense pleuritis which 
involved the undersurface of the lower lobe and the 
diaphragm. 

The peritoneum was the site of a diffuse inflam- 
matory process. The loops of bowel were uniformly 
dilated but unobstructed, and they were held to- 
gether by a thick plastic fibrinopurulent exudate. 

Cultures, carefully taken at the time of autopsy, 
grew out hemolytic Staphylococcus aureus from the 
lung, the pulmonary abscesses, the pleura, and the 
peritoneum. The heart’s blood was sterile. 

The liver appeared to be slightly swollen and 
flabby and showed a significant degree of jaundice. 


There was, however, no evidence of active or exten- 
sive necrosis, nor was there evidence of distortion of 
architecture. The periphery of the liver showed a 
zonal type of degenerative change manifested by fatty 
metamorphosis. In addition, the individual liver cells 
themselves seemed to be quite swollen. So great had 
been this swelling that the sinusoids were relatively 
narrowed (Figure 6). The canaliculi showed evidence 
of bile retention in the form of thrombi which actu- 
ally extended between the cells, and in some instances 
into the cells themselves (Figure 7). This is a picture 
of a moderately severe toxic hepatitis. Among the 
causes of this condition we may list organic arsenicals, 
testosterone, and chlorpromazine (Thorazine).? It is 
significant to note that chlorpromazine has also been 
incriminated as a cause of agranulocytosis. 

The fact that the patient suffered a progressive 
oliguria occasioned careful study of her kidneys in 
the laboratory. The right kidney was surgically absent. 
The left kidney was somewhat heavy, weighing 180 
gm., and was soft and flabby. There was pallor of 
the cortex, whereas the medulla showed the dark red 
streaking of hyperemia. Certain classical changes were 


Figure 6. Liver. Toxic hepatitis showing swelling and 
fatty metamorphosis of liver cells at the periphery of 
lobules with compression of sinusoids and bile can- 
aliculi. 
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Figure 7. Liver. Toxic hepatitis showing bile reten- 
tion in canaliculi and polygonal cells in central portion 
of lobule. 


seen under microscopic examination. First, the glom- 
eruli appeared to be relatively ischemic. Contained in 
Bowman's capsule was an abundance of fine granular 
precipitate presumed to be albumin. There was a 
parenchymal interstitial edema which tended to sepa- 
tate one tubule from another. The tubules were 
dilated and showed degenerative changes of the lining 
epithelium. A few casts were scattered about and were 
fairly well confined to the distal convoluted tubules. 
In addition there was some destruction of the epithe- 
lium lining the distal convoluted tubules. To complete 
the picture of lower nephron nephrosis, there was 
evidence of an inflammatory infiltrate, usually in the 
form of an endophlebitis, located for the most part 
in the arcuate vessels at the cortical medullary junc- 
tion. 

In some sections there is perhaps a clue as to a 
possible etiological agent. Scattered about there were 
intratubular crystals which could be visualized as 
relatively rounded bodies, often pie-shaped and some- 
times irregular and spiculate (Figure 8). They were 
associated with a moderate degree of cellular degen- 
eration of the epithelial cells in the tubules. These 
crystals were found to be birefringent and to have 


a classical appearance of spicules arranged in sheaf- 
like fashion, an appearance which strongly suggests 
the sulfonamide drugs. It is impossible to conclude 
definitely that these are sulfonamide crystals, for we 
must acknowledge the fact that lycine, an amino acid 
often excreted in the urine in states of liver damage, 
can also assume this form. The absence of necrosis 
in the liver makes amino-aciduria rather unlikely. 
To summarize, it is our belief that this woman did 
suffer from an agranulocytosis of the myeloid aplasia 
type, and that, as a result of the loss of the primary 
cellular factors in host resistance, she developed 
pneumonia which ultimately went on to necrosis of 
the lung with rupture into a bronchus and wide dis- 
semination. Simultaneous with the onset of the 
infectious complication she was undergoing marked 
regeneration and myeloid hyperplasia of the bone 
marrow. This may have come about first of all as a 
natural course of her disease; secondly, as a result 
of the stimulation to myeloid proliferation by cortico- 
steroid drugs, or, third, as a possible result of tissue 
necrosis with the release of leukocyte-promoting fac- 
tors. The ultimate cause of her death was sepsis, to 
which a lower nephron nephrosis contributed heavily. 
Dr. Delp: Thank you, Dr. Mantz. I would like 


Figure 8. Kidney. Lower nephron nephrosis with 
sulfa-like crystals deposited in tubules. 
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to ask Dr. Rising whether he thinks Dr. Mantz is 
justified in possibly incriminating sulfonamides. 

Dr. Jesse D. Rising: He may well be. One would 
expect a history of sulfonamides, and I would be a 
little surprised at a sulfonamide in this day and age 
because sulfapyridine was the last member of this 
group to cause leukopenia with any regularity. 
Phenylbutazone (Butazolidin) is the dangerous drug 
in common use today. Aminopyrine is the classical 
drug to cause agranulocytosis without any other 
change in the blood picture, whereas most drugs 
commonly depress several of the blood elements. 

Dr. Delp: Dr. Weber, what do you think about 
this problem ? 

Dr. Robert Weber (internist): When the patient 
came in she was well oriented, and I showed her 
chlorpromazine. She had not taken it. I showed her 
chloramphenicol, and she had not taken it. I do not 
know what may have been the cause of this. 

Dr. Delp: I have the impression, Dr. Weber, that 
although the steroids are probably helpful in this dis- 
ease, one of the real reasons a good many of the pa- 
tients recovered in the last 10 or 15 years was because 
of the use of penicillin. Do you think that we used 
adequate doses of penicillin on this patient? 

Dr. Weber: I doubt that we could have given 
penicillin in adequate dcses, considering the organ- 
ism. 

Dr. Delp: That point is well taken. This patient 
probably could not recover because of the renal lesion, 
but she died of a ventilatory failure. This clinical 
point is worth making. Her chest findings became 
much more marked the last three days of her life. 
I suspect rather strongly that this occurred because 
of the fact that she had a leukocytosis. Her lesions 
were not purulent up until the time she developed 
her 15,000 white count, and then 40,000, and then 
70,000. Until that time she must have had the process 
going on all right, but when she died she must have 
suffocated from rupture into the bronchus because 
death occurred rather suddenly. Within the matter of 
an hour or two she became extremely dyspneic, and 
we could not control it with oxygen or any other 
means. 

Dr. Chauncey Bly (pathologist): We hear about 
the increasing use of sulfiscxazole (Gantrisin) on the 
assumption that it is completely soluble everywhere. 
It seems to me that we are seeing quite a few of 
these refractile crystals, with or without the bile 
coloring, in the distal tubules where the dehydration 
is going on. I wonder if it is as innocuous as is com- 
monly thought. Do you know, Dr. Rising? 

Dr. Rising: Sulfisoxazole actually is not quite as 
soluble as is the combination of sulfamethazine, sulfa- 
merazine, and sulfadiazine, combined in equal quan- 


tities. It is more soluble than an equal dose of any one 
of the three, but it is not completely soluble, nor is it 
completely innocuous. I expressed myself poorly a 
minute ago about sulfapyridine. Other sulfonamides 
can cause agranulocytosis, but sulfapyridine happens 
to be the most common offender in this regard. So far 
as I know, all sulfonamides can cause bone marrow de- 
pression, and acetazolamide (Diamox) which is-a 
sulfa derivative is no exception in this respect. I pre- 
dict that the new hypoglycemic sulfonamide deriva- 
tives such as carbutamide and tolbutamide (Orinase) 
will also cause some cases of severe hematologic re- 
actions. 


PATHOLOGICAL ANATOMICAL DIAGNOSIS 
Primary 


Ulceration of the base of the tongue (history of 
sore mouth and throat for 19 days and of severe leu- 
kopenia for two weeks before death and the demon- 
stration of myeloid hypoplasia by bone marrow aspi- 
ration 10 days before death). 

Acute and chronic bronchopneumonia of all lobes 
of both lungs, advanced, with multiple acute and 
organizing subpleural abscesses (history of radio- 
logical diagnosis of pneumonia of the lower lobe of 
the left lung two weeks prior to death). 

Rupture of a large pulmonary abscess in the lower 
lobe cf the left lung, into a bronchus and through 
the pleura with acute fibrinopurulent pleurisy through- 
out the left thoracic cavity and acute left diaphragmitis 
(recovery of non-hemolytic Staphylococcus aureus by 
culture at autopsy). 

Acute generalized fibrinopurulent peritonitis (re- 
covery of non-hemolytic Staphylococcus aureus by cul- 
ture at autopsy). 

Generalized gaseous dilatation and distention of 
small and large intestines, moderate (history of total 
absence of bowel sounds on abdominal auscultation 
on the day of death). 

Acute cystitis, moderate, with multiple mucosal 
abscesses (history of urine culture 10 days prior to 
death yielding enterococci and non-hemolytic Staph- 
ylococcus aureus resistant to all standard antibiotics). 

Generalized hyperplasia of bone marrow, prepon- 
derantly myeloid, with left shift, severe (history of 
treatment with corticotropin for two weeks and with 
cortisone for 10 days prior to death; history of in- 
creasingly severe leukocytosis with left shift for three 
days prior to death). 

Dilatation of the heart, predominantly of right 
side. 

Acute passive congestion of the liver and gastro- 
intestinal tract. 

Cyanosis of the finger nails and of the oral mucous 
membranes, moderate. 
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Acute toxic hepatitis with bile retention, moderate, 
consistent with chlorpromazine intoxication. 

Generalized icterus, moderate (history of elevated 
serum bilirubin to 3.8 mgm. per cent five days prior 
to death). 

Lower nephron nephrosis with sulfonamide-like 
crystals in the renal tubules, moderate (history of 
oliguria throughout terminal hospital course) . 

Pitting edema of the hands and lower extremities 
(history of reduced total serum protein). 

Multiple ulcers of the ileum. 

Lipid depletion of the adrenals. 

Acute ulcerative esophagitis. 


SUMMARY 


Dr. Delp: The uncommon, but not rare, clinical 
entity of agranulocytic angina is reproduced in clas- 
sical form in this case report. Missing is the identity 
of the causative agent, but the differentiation from 
any form of leukemia seems clear. 

Hematological response to administration of the 
steroid was good; nevertheless the patient failed to 
recover. Lack of the usual inflammatory reaction in 
the lung during the agranulocytic phase was followed 
by an intense purulent reaction with a return of large 
numbers of granulocytes and abscess formation. Death 
was finally typical of ventilatory failure following 
rupture of the abscesses. 
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Mid-West Cancer Conference 


Interest in the Ninth Annual Mid-West Cancer 
Conference, to be held at Wichita on Thursday and 
Friday, March 7 and 8, has been stimulated with 
announcement of the list of guest speakers. Those 
to take part are: Dr. Vincent P. Collins, Houston; 
Dr. Wilhelm C. Hueper, Bethesda; Dr. John H. 
Lawrence, Berkeley; Dr. Walter T. Murphy, Buffalo; 
Dr. Joseph H. Pratt, Rochester, Minnesota; Dr. Lee 
Stoddard, Augusta, Georgia; Dr. Grantley W. Tay- 
lor, Boston, and Dr. John M. Waugh, Rochester, 
Minnesota. 

Dr. Collins is professor of radiology and chair- 
man of the department of radiology at Baylor Uni- 
versity College of Medicine. He also serves as con- 
sultant in radiology for the Veterans Administration 
Hospital in Houston, for Brooke Army Hospital at 


Fort Sam Houston, for the Armed Forces Institute 
of Pathology in Washington, and for the Oak Ridge 
Institute of Nuclear Studies. He was graduated from 
the University of Toronto Faculty of Medicine in 
1937 and successively served in teaching positions 
there and at Columbia University. He is a diplomate 
of the American Board of Radiology.’ 

Dr. Hueper is chief of the Environmental Cancer 
Section of the National Cancer Institute. He studied 
at various universities in Germany, receiving his med- 
ical degree from the University of Kiel in 1920. He 
came to this country in 1924 and became a citizen 
in 1929. In Chicago from 1924 to 1930, he served 
as pathologist and director of laboratories for Mercy 
Hospital and associate professor of pathology at 
Loyola University School of Medicine. He was then 
affiliated with the University of Pennsylvania until 
1934, when he became director of laboratories at 
Uniontown Hospital, also in Pennsylvania. Dr. Hue- 
per later was assistant director and principal pathol- 
ogist at Warner Institute for Therapeutic Research 
in New York, leaving there in 1948 to begin his 
present work. He is a diplomate of the American 
Board of Pathology. 

Dr. Lawrence is a speaker who is making his sec- 
ond appearance at the conference. He was on the 
program at the 1949 meeting and was well received. 
Dr. Lawrence is director of the Donner Laboratory 
and professor and chairman of the division of medi- 
cal physics at the University of California School of 
Medicine. His chief fields of research are biological 
effects of radiation, isotopes in clinical and. experi- 
mental medicine, high altitude physiology, metabo- 
lism of normal and cancer tissues, and diseases of 
the blood. He was a member of the U. S. delegation 
to the International Conference on Peaceful Uses of 
Atomic Energy at Geneva and later served on a State 
Department mission to Thailand and Pakistan to 
advise on the development of atomic energy in medi- 
cine. 

The subjects discussed by Dr. Murphy will be in 
the field of radiology. He is director of radiology 
at the Roswell Park Memorial Institute and consult- 
ant in radiation therapy to the Veterans Administra- 
tion Hospital in Buffalo. His teaching assignment is 
as assistant clinical professor of radiology at the Uni- 
versity of Buffalo Medical School. He is a diplomate 
of the American Board of Radiology. 

Dr. Taylor, who is assistant clinical professor of 
surgery at Harvard Medical School, received his 
medical degree from that school in 1922. He is also 
tumor consultant at the Veterans Administration 
Hospital in Boston and at the Soldiers’ Home in 
Jamaica Plain. He now serves as a member of the 
Board of Governors of the American College of 
Surgeons. 

The second surgeon to participate in the confer- 
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ence is Dr. Waugh, head of a section in general sur- 
gery at Mayo Clinic and professor of surgery at the 
Mayo Foundation Graduate School, University of 
Minnesota Medical School. He is a diplomate of the 
American Board of Surgery, a fellow of the Ameri- 
can College of Surgeons, and a member of the Ameri- 
can Surgical Association, the Western Surgical As- 
sociation, and the American Gastro-enterological As- 
sociation. 

Biographical material about the two other speakers 
on the scientific program and the banquet speaker 
will be published in the February issue of the Jour- 
NAL, along with the program for the conference. 

Those planning to attend should make hotel reser- 
vations immediately. All sessions will be held at the 
Broadview Hotel, Wichita. 


COUNTY SOCIETIES 


New officers of the Barton County Society were 
elected at a meeting held at Great Bend last month. 
Dr. Thomas J. Brown, Hoisington, was named presi- 
dent, Dr. Clair J. Cavanaugh, Great Bend, was re- 
elected vice-president, and Dr. Charles Replogle, 
Great Bend, was chosen to serve again as secretary. 


Dr. Stanley L. VanderVelde was named president 
of the Lyon County Society at a meeting held at Em- 
poria on December 11. Dr. Walter Luedtke is the 
new vice-president, and Dr. C. Herbert Munger is 
serving again as secretary-treasurer. Delegates to the 
1957 meeting of the state society are Dr. Vander- 
Velde and Dr. C. C. Underwood. The program for 
the December meeting consisted of a paper, ‘‘Pre- 
and Postoperative Care of Patients,’ presented by 
Dr. Thomas P. Butcher. 


Officers of the Montgomery County Society for 
1957 are: Dr. William G. Chappuie, Independence, 
president; Dr. John F. Coyle, Coffeyville, vice-presi- 
dent; Dr. Albert E. Bair, Independence, secretary, 
and Dr. Gerald C. Bates, Independence, treasurer. 


Dr. W. Clarke Wescoe, dean of the University of 
Kansas School of Medicine, was speaker at a meet- 
ing of the Sedgwick County Society held at Wichita 
on December 4. He reported on the success of the 
‘Kansas Plan” for interesting physicians in locations 
in small towns and rural communities. 


Dr. Frank A. Moorhead, Neodesha, was named 
president of the Wilson County Society at a meeting 


held at Neodesha recently. Dr. Lynn E. Beal, Fre- 
donia, was chosen vice-president, and Dr. Charles E. 
Stevenson, Neodesha, was named secretary-treasurer. 


A Christmas party for members of the Southeast 
Kansas Medical Society and their wives was held at 
the Hotel Besse, Pittsburg, on December 12. More 
than 100 persons attended. The program included a 
talk by Dr. Francis T. Collins, Topeka, president of 
Kansas Blue Shield, and music by students at Kansas 
State Teachers’ College, Pittsburg. 


Dr. Kenneth L. Graham was elected president of 
the Leavenworth County Society at a meeting held on 
December 10 at Leavenworth. He will be assisted 
during the year by Dr. Peter S. Combs, vice-president, 
and Dr. Carroll D. Voorhees, secretary-treasurer. All 
are Leavenworth physicians. 


Dr. and Mrs. J. H. A. Peck, St. Francis, entertained 
members of the Northwest Kansas Medical Society 
and their wives at a hunting party and dinner at the 
Peck ranch near Parks, Nebraska, recently. 


The Labette County Society announces the follow- 
ing officers for 1957: Dr. Howard V. Bair, president; 
Dr. Rolland W. Urie, vice-president; Dr. Richard E. 
Bartman, secretary-treasurer; Dr. Earl Martin, dele- 
gate to state convention, and Dr. Arthur Burgess, al- 
ternate. The meeting at which the election was held 


DEATH NOTICES 


JAMES HENRY DitTEMoreE, M.D. 


Dr. J. H. Dittemore, 82, an honorary mem- 
ber of the Republic County Medical Society, 
died at the Belleville Hospital on November 
20. He had practiced in Kansas since 1901, 
having graduated from Rush Medical College, 
Chicago, in 1899. His first office was at Axtell, 
then at Cuba, and later at Belleville. He had 
been retired in recent years. 


PETER FRANK THEIS, M.D. 


A member of the Sedgwick County Medical 
Society, Dr. P. F. Theis, 71, was found dead 
at his home in Wichita on December 19, ap- 
parently the victim of a heart attack. A gradu- 
ate of Ensworth Medical College, St. Joseph, 
Missouri, in 1907, Dr. Theis practiced at Arma 
for 24 years, then at Arkansas City for 15 years 
before moving to Wichita to practice there. 
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followed a dinner at the Parsonian Hotel with Dr. 
Burgess, retiring president of the group, as host. 


Dr. Henry B. Stryker was elected president of the 
Cloud County Society at a meeting held at Concordia 
last month. Dr. Lindell C. Owensby was named vice- 
president, and Dr. Marion C. Pearson was chosen 
secretary-treasurer. 


“Respiration in the Newborn’ was the subject 
discussed by Dr. Ned W. Smull at a meeting of the 
Wyandotte County Society in Kansas City on De- 
cember 18. “Clinically Significant Gastric Juice Com- 
ponents” was the title of a paper presented by Dr. 
Arthur P. Klotz. A business session followed. 


The Montgomery County Society has voted to dis- 
continue its approval of the present plan of opera- 
tion with the Montgomery County Board of Social 
Welfare. Welfare patients will be billed directly in 
the future. 


New officers of the Dickinson County Society were 
chosen at a meeting held at Chapman recently. Dr. 
Charles R. Svoboda, Chapman, was reelected presi- 
dent, Dr. James O. Gilliland, Herington, was named 
vice-president, and Dr. Dean C. Chaffee, Abilene, 
was chosen as secretary-treasurer. Dr. Daniel Peter- 
sen, Herington, addressed the group on the subject 
of Salk vaccine. 


PHYSICIANS’ ACTIVITIES 


Dr. Orville S. Walters, who practiced in McPher- 
son before beginning a residency in psychiatry in 
Topeka in 1953, has been assigned to the Veterans 
Administration Hospital in Danville, Illinois, for a 
two-year period. He is also an associate professor in 
psychology at the University of Illinois at Urbana. 


Governor Fred Hall recently announced the ap- 
pointment of Dr. Louis S. Morgan, Jr., Wichita, as 
a member of the Hospital Advisory Council to the 
Kansas State Board of Health. 


Dr. E. D. Peffly, formerly of Vinita, Oklahoma, 
has begun practice in Chetopa. He is occupying of- 
fices formerly used by Dr. Robert A. Dobratz, who 
recently moved to Beloit. 


A feature story about Dr. William Holwerda was 


published in recent issues of the Lindsborg News- 
Record and the Salina Journal. Dr. Holwerda has 
completed 25 years of practice in Lindsborg. 


Dr. Bruno Minz, who until recently was director 
of research at the University of Paris, has been named 
director of research and education at the Osawatomie 
State Hospital. 


Dr. R. A. Schwegler, Jr., and Dr. R. L. Hermes, 
Lawrence, announce that Dr. Howard L. Wilcox is 
now associated with them in practice. Dr. Wilcox, a 
graduate of Cornell University Medical School and a 
diplomate of the American Board of Obstetrics and 
Gynecology, formerly practiced in Boonville, Mis- 
souri. 


A talk on cancer was given by Dr. Dick B. Mc- 
Kee, Pittsburg, before a recent meeeting of the Craw- 
ford County Medical Assistants’ Society. 


Dr. Robert C. Polson, Great Bend, recently re- 
ceived the Silver Beaver award, the greatest honor 
that can be bestowed on an adult by the Boy Scouts 
of America on the council level. He has been work- 
ing with the Boy Scout organization for 15 years. 


Dr. Lyle G. Glenn, Protection, was named last 
month as a member of the Kansas State Board of 
Health. Governor Fred Hall appointed him to com- 
plete the unexpired term of Dr. Richard E. Speirs, 
Dodge City, who resigned. 


The Mississippi Valley Medical Society announced 
recently the election of Dr. William P. Callahan, 
Wichita, as its vice-president from Kansas. 


Dr. Peter K. Wiens, who had been practicing in 
Minneola, moved to Ness City last month and has 
opened an office there. 


The Eddy Clinic, Hays, announces that Dr. James 
H. Hickman is now practicing on the clinic staff. A 
graduate of the University of Pennsylvania School of 
Medicine, Dr. Hickman served a three-year residency 
in internal medicine and two years in the United 
States Army. He is a diplomate of the American 
Board of Internal Medicine. 


New officers of the Topeka Blood Bank are Dr. 
Henry S. Blake, president; Dr. William O. Martin, 
secretary, and Dr. Robert E. Pfuetze, treasurer. 
Other board members are Dr. A. A. Fink, Dr. 
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Charles S. Joss, Dr. W. H. Crouch, and Dr. Rob- 
ert H. O’Neil. 


Dr. Frederick P. Wolff, Pratt, was guest speaker 
at a meeting of the Woman’s Auxiliary to the Pratt 
County Medical Society recently. He discussed polio- 
myelitis and tuberculosis. 


Dr. Francis J. Nash, Kansas City, served as chair- 
man of 1956 Christmas Seal sales for Wyandotte 
County. 


A feature story about Dr. Robert A. Reinhardt, 
who has practiced in Glen Elder for 43 years, was 
published in an issue of the Beloit Call last month. 


A talk on child psychiatry was given by Dr. Ed- 
ward D. Greenwood, Topeka, at a recent program 
sponsored by the Riley County Association for Men- 
tal Health. 


Dr. Lindell C. Owensby, Concordia, recently be- 


came a fellow of the American Academy of Ophthal- 


mology and Otolaryngology. 


The Kansas State Board of Social Welfare has an- 
nounced the appointment of Dr. Frank V. Smith, 
Jr., formerly on the staff of Topeka State Hospital, as 
assistant director of institutions for the state. He be- 
gan the new work on December 1. 


Dr. Ralph H. Major, professor emeritus of medi- 
cine and the history of medicine at the University of 
Kansas School of Medicine, returned recently from a 
trip around the world. He was a visiting professor 
of medicine at the University of Manila for one se- 
mester during the trip, and he lectured at the Inter- 
national Congress of the History of Medicine when 
he was in Madrid. 


Dr. Marvin M. Somers, Wichita, recently became 
a diplomate of the American Board of Radiology. 


Dr. Katherine Pennington, Wichita, has success- 
fully completed the examinations of the American 
Board of Pediatrics and is now a diplomate of that 
board. 


One thousand five hundred seventy-three women 
were studying medicine in the 76 approved four-year 
medical schools in the United States during the 1955- 
1956 academic year, according to a recent report from 
the American Medical Association. 


Insurance Agent Retires 


Mr. J. E. McCurdy, general agent for the Medical 
Protective Company of Fort Wayne, Indiana, for the 
past 32 years, announced his retirement recently and 
moved to Mountain Home, Arkansas. He had served 
the profession in Kansas since 1938. His son, Mr. 
Robert E. McCurdy, has succeeded him with the in- 
surance company. 


Stipend Increases 


Stipends for fellows of the National Science Foun- 
dation and the United States Public Health Service 
will be increased for all receiving awards after Janu- 
ary 1, 1957, according to a recent release from the 
Department of Health, Education, and Welfare. At 
the postdoctoral level the stipend for the first year 
will be $3,800, for the second year $4,200, and for 
the third year, $4,600. Allowances, including tuition, 
certain travel expenses, and $350 for each dependent, 
remain unchanged. 


Research Grant to Kansas 


A research training grant of $38,802 to the Uni- 
versity of Kansas was one of a number totaling $819,- 
067 announced recently by the Department of Health, 
Education, and Welfare. The grants are part of a 
$1,200,000 program established by the National Can- 
cer Institute to increase scientific manpower for clini- 
cal and non-clinical cancer research. 

The program extends and supplements research 
training opportunities available through regular re- 
search fellowships and through employment on tre- 
search projects, but it does not replace them. Institu- 
tions receiving funds may select individuals to be 
trained and determine the stipends they are to be 


paid. 


Causes of Death 


Next to heart disease, cancer is the most frequent 
cause of death in the majority of highly developed 
countries, according to a recent release from the 
World Health Organization. Highest on the list of 
cancer deaths, from 39 to 73 per cent of the total, 
are those caused by cancer of the digestive organs. 

Mortality from cancer of the digestive organs is 
higher in men than in women. Stomach cancer is re- 
sponsible for the majority of cancer deaths in both 
sexes, immediately followed by cancer of the large 
intestine and the rectum. The W.H.O. study also 
shows that mortality from these malignant neoplasms 
increases from the age of 40 onward and becomes 
more important after 60. 
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THE MONTH IN 


WASHINGTON 


Editor’s Note. The following summary of Wash- 
ington news was prepared by the Washington office 
of the A.M.A. for distribution to state and regional 
medical journals. 


A new venture in federal medical care—the armed 
forces dependents medical care program—was 
launched on schedule December 7, and two million 
dependents of servicemen became eligible for hos- 
pitalization and extensive medical care. 

The “medicare” program, because it is a pioneer 
effort, will be watched closely by members of Con- 
gress, the armed services, and the medical profession. 
Congress will be interested in keeping track of the 
cost of the program as well as the availability of care. 

The Defense Department has earmarked $41 mil- 
lion for the program through next July 1. There- 
after it is estimated the cost will run between $60 
million and $70 million a year. When the program 
is operating at its peak, as many as 800,000 depend- 
ents not now getting care at U. S. expense are ex- 
pected to be participating. 

In all but a few states, provision of medical care 
outside military facilities is being made under agree- 
ments signed between the state medical societies’ 
contracting agent (generally Blue Shield) and the 
Army which is the executive agent for Defense. 

The contracts run for seven months, and all states 
are expected to renegotiate contracts prior to their 
expiration next July 1. New contracts naturally would 
reflect the experience gained since December 7. 

As the vast new project went into force, the newly 
created Office of Dependents Medical Care (OD- 
MC) stressed that the law intended that civilian 
medical care under the program should be compar- 
able to that provided in armed services facilities. 
Participating physicians receive payment in full from 
the government under a published schedule of allow- 
ances. ODMC said this means that the doctor will 
receive payment for his usual charge or the amount 
set in the schedule, whichever is less. 

ODMC made these additional points: 

1. In instances in which the physician believes that 
an allowance greater than that prescribed in the local 
schedule is justified, he should look to the govern- 
ment rather than the patient for payment. Provisions 
have been made for him to submit a special report 
to his state medical society and, the society, in turn, 
to the government. 

2. Military dependents may submit as identifica- 
tion their post exchange card, the combined post ex- 


change-commissary-military medical care card, or the 
standard military dependent identification card. A 
special medicare card is being prepared and after 
next July 1 will be the only identification allowed for 
this purpose. 

3. There are no plans in Defense for authorizing 
payments for drugs, medicinals, or other medical sup- 
plies, except those furnished while hospitalized or 
those administered directly by a physician. 

4. The claim form to be used by physicians in the 
medicare program is called “Statement of Services 
Provided by Civilian Medical Sources.” ODMC said 
sufficient supplies have been furnished by all state 
agents. 

5. The law and implementing regulations do not 
permit payment for any medical care, services, or 
hospitalization prior to December 7; th’s includes 
prenatal care. 


The broad outline of legislative proposals to come 
from the administration in the newly convened 85th 
Congress was first sketched by HEW Secretary Fol- 
som in several appearances before newsmen in De- 
cember. Among them are: (1) federal grants to 
medical schools for teaching facilities, (2) authoriza- 
tion for smaller insurance companies to pool re- 
sources without violating the anti-trust laws in an 
effort to encourage expansion of voluntary health 
insurance, (3) increased attention to problems of 
older persons, particularly in heaith and adult edu- 
cation, (4) continued expansion and improvement 
in vocational rehabilitation, and (5) expansion of 
staff and facilities of the Food and Drug Administra- 
tion. 


Following up President Eisenhower's plea for in- 
creased utilization of backed up stocks of Salk polio- 
myelitis vaccine, Secretary Folsom told a National 
Press Club audience: “. . . we have a new danger— 
the danger of public apathy. It is ironic that in the 
face of such a dread disease, larger quantities of the 
vaccine are not being used.’’ The President has urged 
that the vaccine be given additional groups, includ- 
ing young adults. 


A “package’’ bill combining both basic and major 
medical expense insurance is being worked on by the 
Government for its civilian employees. . . . A special 
advisory committee headed by Dr. Russell Nelson of 
Johns Hopkins Hospital has asked hospitals to set 
up pilot projects to see how to revise care given 
long-term patients in hospitals, and also cut costs. 
. . . The national illness and disability survey voted 
by the last Congzess will be supervised by Forrest E. 
Linder, Ph.D., former head of social statistics for the 
United Nations. 
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Systemic Lupus Erythematosus 


W. W. WOODWARD, M.D., Indianapolis 


Systemic lupus has received, in the last few years, 
a greatly increased amount of study and attention. As 
a result of earlier recognition of systemic lupus, con- 
cepts of the clinical course of the disease, as well as 
the diagnostic criteria, are subject to scrutiny and 
revision. This paper will attempt to treat the history 
of the disease, observations on its nature, clinical 
manifestations, and its course and prognosis. Eleven 
cases of systemic lupus within the scope of the revised 
diagnostic criteria will be reported. 

The study of systemic lupus was initiated by Biett® 
in 1828, who described the skin lesion as “erythema 
centrifugue.” Kaposi?? differentiated between discoid 
and disseminated lupus under those names in 1872. 
He described the latter as characterized by fever, tox- 
icity, and skin lesions. The systemic ramifications were 
first described clearly by Osler in 1895.28 His remark- 
able observations are clearly summarized in the fol- 
lowing quotation: “By exudative erythema is under- 
stood a disease of unknown etiology with polymorphic 
skin lesions, hyperémia, oedema, and hemorrhage, 
with arthritis occasionally, and a variable number 
of visceral manifestations, of which the most import- 
ant are gastrointestinal crises, endocarditis, peri- 
carditis, nephritis, and hemorrhage from mucous 
surfaces.” 

Osler also described cases which ran their course 
to death without ever showing involvement of the 
skin—an observation which was not generally ap- 
preciated for many years. 


The LE Phenomenon 


The greatest impetus given the study of systemic 
lupus was supplied by Hargraves in 1948, who was 
the first to report the finding of the now well known 
“LE” cell in bone marrow.'* It will be useful at this 
time to review the literature attendant to this phe- 
nomenon to aid in developing the diagnostic criteria 
used in the 11 cases to be presented later. 

Soon after the original discovery of the LE cell 


*The author is indebted to Dr. M. G. Berry from whose 


files the cases presented in this paper were obtained. 

This is one of 11 theses, written by fourth year students 
at the University of Kansas School of Medicine, selected 
for publication by the Editorial Board from a group judged 
to be the best by the faculty at the school. Dr. Woodward 
is now serving his internship at the Methodist Hospital of 
Indiana, Indianapolis. 


Review of the Literature and 
Presentation of 11 Cases* 


there arose much speculation as to its specificity. In 
his original article Hargraves made the guarded state- 
ment that these cells had not as yet been observed in 
any other disease state. This statement did not go 
unchallenged long, and in 1950 Berman® reported 
a series of observations which continue to exert a 
disproportionate influence in assessing the reliability 
of the LE phenomenon as a diagnostic procedure. He 
reported five false positive observations, which oc- 
curred in patients with the clinical diagnoses of 
pernicious anemia, dermatitis herpetiformis, chronic 
discoid lupus, and “collagen disease of unknown 
type.”” No clinical information was reported with this 
presentation. 

Lee?> reported, along with a procedure for per- 
forming the test, a false positive occurring in a patient 
with hemolytic anemia. It is scarcely necessary to 
point out that without clinical data it is difficult to 
evaluate these reports. On the other hand, evidence 
for specificity is impressive. 

Early support was given by Barnes and his col- 
leagues in 1950.° He found that patients with systemic 
lupus gave positive tests, those with discoid lupus 
gave negative, other collagen diseases also giving 
negative results. These investigators established the 
fact that the phenomenon was dependent on an LE 
factor in the patients’ serum and occurred in the 
absence of anticoagulants. Many investigators have 
since reported their belief that the LE test is indeed 
a specific one.®:1%,28,85 Among the most impressive 
series of cases illustrating specificity of the phenome- 
non is that reported by Harvey and colleagues’? in 
presenting some 700 cases in which negative results 
were encountered. These cases included examples of 
all other collagen diseases, acute infectious processes, 
glomerulonephritis, multiple myeloma, and many 
others. 

It is perhaps correct to say that most current 
opinion reflects the thought that if rigid criteria of 
identification are used in establishing a positive test, 
the occurrence of the LE phenomenon is indeed 
specific. Closely allied with a discussion of these 
criteria is some consideration of the methods of 
testing employed, the nature of the LE phenomenon, 
and the frequency with which positive results are 
encountered in those patients with systemic lupus 
erythematosus. 
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The LE cell is a mature polymorphonuclear leuco- 
cyte containing a homogenous mass of material which 
stains a reddish-purple with Wright’s stain. This 
mass of material enlarges the neutrophile somewhat, 
it being several times the diameter of an erythrocyte 
in smeared preparations. In identifying cells as LE 
cells it is necessary to bear in mind that the chief 
points of confusion—tart cells and abnormal baso- 
philes—may be avoided if one is careful to make 
such an identification only in the presence of a 
perfectly uniform homogenous inclusion body. These 
inclusion bodies have long been considered to be of 
nuclear origin.’* This belief is based on various fac- 
tors, among them the Fuelgen positive staining re- 
action, and some studies reporting the observation of 
polymorphonuclear cells ingesting nuclear material of 
undetermined source.'® 

Consideration of the immunologic and biochemical 
factors thought to be responsible for the formation 
of the LE cell is largely beyond the scope of this 
paper. As originally observed,'® the cells were seen 
in bone marrow treated with heparin, and the phe- 
nomenon was thought to occur in vivo. Subsequently 
it was found that the cells were formed in suspensions 
of the patients’ sefum and cells, in vitro, and regard- 
less of the presence or absence of anticoagulants. 

There is general agreement that three factors are 
necessary for the production of LE cells. These are: 
(1) the LE factor from the patient’s serum; (2) a 
source of nuclear material, and (3) viable polymor- 
phonuclear leucocytes. The LE factor has been found 
to be an antigenic gamma globulin and has been 
shown capable of producing antibodies in several 
species of animals.‘ 5 * 1° Many variations in the 
actual mechanics of performing the test are possible, 
all of which are capable of demonstrating the cells. 
Hargraves‘ recently reported that those systems which 
embody the use of the patient’s clotted blood yield 
consistently higher counts of LE cells than other pro- 
cedures. His test was performed on the patients 
reported in this paper. 

In those patients with lupus, LE cells are found 
with varying frequency. Harvey’® found an incidence 
of 84 per cent in his 138 cases. Dubois found posi- 
tive tests in but 56 per cent of his 70 cases. Reports 
run as high as 100 per cent in one series.?* Typically 
the occurrence is intermittent in the same patient 
during the course of his disease. In some the cells 
were demonstrated after as many as 12 negative tests, 
and in one patient reported by Harvey*® only two of 
18 tests performed during a prolonged course of 
active disease were positive. It is generally stated that 
the number of LE cells is poorly, if at all, correlated 
with the state of the disease, although Ross and 


Wells*? have routinely found fewer cells when the 
disease is in a relative remission. 

We may summarize this aspect of the discussion 
as follows: 

1. The LE test, if properly performed and evalu- 
ated, is a reliable diagnostic tool. 

2. One cannot use the quantitative count as a prog- 
nostic aid. 

3. In cases of well defined lupus erythematosus, 
repeated negative results have been encountered, thus 
indicating that negative results have no value if the 
clinical diagnosis is compatible with systemic lupus 
erythematosus. 


Disease Processes and Etiology 


The observations of Osler, cited above, are the 
more remarkable when it is considered that he wrote 
without the advantage of autopsy studies. Little was 
written about the pathology of systemic lupus until 
the report of Libman and Sacks,?* who were the first 
to equate the finding of an atypical verrucous endo- 
carditis with a systemic disease. These patients had 
a Clinical disease characterized by various cardiac 
symptoms, albuminuria, and arthralgia. At autopsy 
the now well recognized findings of verrucous endo- 
catditis not associated with positive blood cultures or 
typical inflammatory findings were reported, along 
with the finding of glomerular alteration and _peri- 
vascular inflammation. 

Scarcely more can be reported concerning the spe- 
cific pathological lesions of the disease to this day. 
Early in the study of the disease the basic lesion was 
noted to be one of degeneration rather than inflam- 
mation. Klemperer and his associates** were among 
the first to describe the process as one which typically 
involved the ground substance or collagen of the 
body, thereby giving rise to the distinctive picture 
of fibrinoid degeneration. This basic process occurs 
in many disease states—the distinguishing factor 
being the systemic distribution of the lesion. 

The only completely characteristic lesions of lupus 
are two in number—the so-called wire loop glomeru- 
lar involvement, and the previously described Libman- 
Sacks endocarditis. The renal lesions are of two types. 
The most common, but not specific, is an endothelial 
proliferation of the glomerular capillaries, with even- 
tual occlusion of the vessels. The second lesion, 
thought to be pathognomonic, is the “wire loop” 
change, which consists of an irregularly thickened 
eosinophilic basement membrane.1® Tubular lesions, 
as pointed out by Baggenstoss,* do not appear until 
extensive glomerular change is apparent. The question 
of renal failure seems to be predicated simply on the 
number of involved glomeruli. 

It was noted early that the lesions found in a group 
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of diseases with more or less distinctive clinical char- 
acteristics were similar. Klemperer?* and Aegertet’ 
were among early investigators who began to group 
the clinical entities of rheumatic fever, periarteritis 
nodosa, diffuse schleroderma, serum sickness, throm- 
boangiitis obliterans, and systemic lupus under the 
heading of collagen diseases. This grouping was based 
on the recognition that the lesions in the various 
diseases were in the tissues of mesenchymal origin. 
Basic in the development of this theory is the fact 
that the mesenchymal tissues form the framework of 
all tissue. Regardless of the degree of modification 
or differentiation encountered in the specific tissue 
under consideration, the mesenchyme is capable of 
reacting to various stimuli in only a few basic ways. 
These reactions are degeneration, fibrosis, and cellular 
reaction, making up the well known “‘fibrinoid” type 
of degenerative collagen reaction. This histological 
reaction is not specific and may be observed in any 
of the group of diseases mentioned above. 

Ehrich'* is of the opinion that the common de- 
nominator of the group is their pathogenesis. Recog- 
nizing that collagen is made up of mucopolysaccha- 
rides and proteins, he states that injury to this tissue 
results in a rise of these substances in the blood, most 
prominent being the rise of serum gamma globulin. 
He considers that these diseases result in the produc- 
tion of abnormal gamma globulins, apparently created 
by plasma cells, which are responsible for the non- 
specific injury to the general mesenchyme. He feels 
that this group is more appropriately called dysgam- 
maglobulinemias, or systemic diseases of connective 
tissue. 

The attempt to correlate the various types of 
collagen disease with a common etiologic factor has 
not as yet been fruitful. Aegerter and Long? early 
postulated that the tissues of mesenchymal origin 
play an important if non-specific role in defense as 
well as reparative processes, and that disturbances in 
the evoked response may lead to tissue damage. This 
theory qualifies as a corollary to the well studied and 
documented tissue damage elicited in such immuno- 
logic phenomena as the Arthus reaction and the 
anaphylactoid response to various protein antigens. 
The latter are examples of easily reproduced disorders 
of reaction and may well be a factor in the patho- 
genesis of collagen disease in general.15 Many work- 
ers, among them Aegerter and Long, have produced, 
by induced hypersensitivity, lesions of the mesen- 
chyme which bear some resemblance to those en- 
countered in the clinical diseases of this group. The 
reactions lead to generalized necrosis and fibrosis of 
collagen, but no lesions which are unequivocally 
identical with those found at autopsy in this group 
have been encountered. 


The similarities of the collagen diseases do not end 
with the microscopic picture. In all there is to be 
encountered some degree of hyperglobulinemia, lym- 
phadenopathy, elevated sedimentation rate, and fever. 
In many, alterations occur in such measures of ab- 
normal protein levels as the thymol turbidity test. 
Some investigators feel that the collagen diseases are 
essentially the same disease with various clinical mani- 
festations. Shaffer and his colleagues** expressed such 
an argument in presenting three cases of systemic 
lupus which came to autopsy. In the report an attempt 
was made to equate the collagen diseases with each 
other, chiefly on the basis of the dermatologic picture. 
In the comparison of skin lesions encountered in 
various of the collagen diseases, obvious similarities 
were found. Unfortunately the clinical data presented 
is scanty—there is no mention of LE tests performed 
on these patients, and only one of three who came 
to autopsy had typical glomerular lesions, while none 
had endocarditis. 

Many reports of presumed etiologic or precipitating 
factors are to be found in the literature. Many of 
these deal with reactions to various drugs. Among 
agents reported in this connection, the antibiotics 
and sulfonamides are commonly incriminated. Two 
representative examples of such reports are those by 
Paull®* and Gold.17 

The latter article presented eight patients with a 
history of photosensitivity, dermatitis, and fever, in 
whom the administration of sulfonamides and penicil- 
lin produced the full clinical picture of systemic 
lupus, with two patients rapidly succumbing to the 
exacerbation of the disease. Although the diagnosis of 
lupus had not been made prior to the administration 
of the drugs, two patients had chronic discoid lupus 
and three others had histories compatible with the 
diagnosis of mild clinical lupus. 

Paull*? reported a patient who, in the course of 
being treated for pulmonary disease and cor pul- 
monale, was given penicillin and subsequently had 
unequivocal systemic lupus. In this case no history 
of antecedent illness is given, so the possible existence 
of the disease prior to therapy cannot be determined. 

Harvey’® believes that such examples of lupus re- 
lated in onset to drug therapy are probably examples 
of trigger mechanisms of underlying processes, rather 
than a direct causative factor in their pathogenesis. 
Duston and colleagues'* reported a series of 13 pa- 
tients with hypertension being treated with hydra- 
lazine in whom a disease characterized by polysero- 
sitis, arthritis, and fever developed. The clinical 
picture was indistinguishable from systemic lupus 
with the following exceptions: (1) the incidence in 
men was in a 4:1 ratio; (2) there was no proteinuria 
or cylindruria at any time; (3) only one had LE 
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cells, and (4) all but one patient had prompt remis- 
sion without sequelae upon discontinuance of the 
drug. 

The foregoing sections would indicate that the 
factor played in the production of the collagen dis- 
eases, by altered reactivity, at least as far as lupus 
is concerned, is in question. There is, however, evi- 
dence that such factors are present.1® One of the inter- 
esting findings encountered in the study of systemic 
lupus has been the high incidence of biologically false 
positive serologic tests for syphilis. There are several 
diseases in which such reactions are encountered in 
the acute phase, and a few in which they are en- 
countered while disease is chronic. Systemic lupus 
lies within both groups. Such a reaction indicates 
some change in the immunological mechanisms in 
patients with lupus. 

Moore”® makes the statement that these reactions 
are encountered in approximately 20 per cent of pa- 
tients with systemic lupus. He found that a substance 
analogous with reagin was encountered in the serum 
of these patients. Once again arises the question of 
whether this represents, as an altered reactivity, a hint 
toward an allergic pathogenesis of the disease or 
whether it is simply a manifestation of the widespread 
involvement. There is some evidence to indicate that 
altered immunologic response may antedate other 
manifestations of lupus by considerable periods of 
time. 

Haserick and Long?® presented five cases of lupus 
diagnosed from one to seven years after the first false 
positive test for syphilis was obtained. In none of 
these patients could the diagnosis of lupus have been 
made clinically at this time. One had had some degree 
of arthritis and fever, the other no symptoms com- 
patible with the diagnosis. Harvey’® suggests that 
these patients and those with clinical lupus repre- 
sent opposite poles of an identical disease spectrtum— 
that those who manifest only the false positive re- 
actions may either develop typical lupus, continue 
with mild sub-clinical forms, or subside completely. 

Other precipitating factors have been investigated, 
and for the most part their role is undetermined. 
Sensitivity to sunlight constitutes both a symptom of 
the disease and a factor commonly found in acute 
episodes. Harvey and colleagues’® report that among 
their cases were four in whom the initial symptoms 
of lupus occurred during pregnancy. No attempt is 
made to postulate a why or wherefore. Baggenstoss* 
states without amplification that lupus may be ag- 
gravated during gestation. One of the patients re- 
ported in this paper had initial symptoms within a 
few weeks after delivery of her second child. Such 
relationships are obviously open to question, as the 
peak of incidence of the disease is in women within 


the childbearing age. No evidence has been demon- 
strated which enables the observer to state without 
equivocation that the pathogenesis has been deter- 
mined. 


Diagnosis and Course 


We will now turn to consideration of the diag- 
nosis and clinical course. In few other clinical entities 
may the picture presented by this disease be matched 
for its variability. The concept of the disease itself 
has undergone considerable revision in the past years, 
with more emphasis being placed on the many rami- 
fications of its involvement. As pointed out by 
Arnold? the dermatologic phenomena were considered 
to be the chief manifestations as well as the major 
diagnostic finding for many years. In stressing the 
widespread involvement encountered, Arnold was 
the first to propose the title of systemic lupus erythem- 
atosus. Other evidence of the changing emphasis may 
be found in proposed revision of the name, e.g. 
“malignant lupoerythematovisceritis,’ a highly de- 
scriptive if cumbersome title. 

The protean nature of the signs and symptoms of 
systemic lupus is readily understood from the previous 
discussion, which was intended to reveal the disease 
as one of mesenchymal dysfunction rather than one 
which involved discrete organ systems. Tumulty*° 
makes the statement that the only typical feature, 
diagnostically, is its very lack of typicality. He in- 
cludes a list of erroneous diagnoses recorded on 
patients at John Hopkins Hospital who were later 
shown to have systemic lupus (Table I). 


TABLE I 


PRIMARY DIAGNOSIS ON PATIENTS WITH 
SYSTEMIC LUPUS ERYTHEMATOSUS 


1. Subacute bacterial en- 12. Idiopathic thrombocy- 


docarditis topenia 
2. Rheumatic fever 13. Anemias of various 
3. Various skin disorders types 
4. Latent syphilis 14. Primary leucopenia 
5. Raynaud’s disease 15. Virus pneumonia 
6. Fever of undetermined 16. Septicemia 

origin 17. Dermatomyositis 
7. Glomerulonephritis 18. Lymphoma 
8. Epilepsy 19. Scleroderma 
9. Psychosis 20. Tuberculosis 
10. Drug reaction 21. Brucellosis 
11. Functional illness 


The patients in the report will be presented in 
terms of occurrence of signs and symptoms in specific 
organ systems. This is for the sake of orderly discus- 
sion, and with an awareness of at least two major 
faults in such a presentation. The first of the faults 
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DIAGNOSTIC AID 


Reduced Hypermotility with Pro-Banthine® 


Improves Visualization 


Posterior-anterior film: definite hyperper- 
istalsis with poor duodenal visualization.* 


The same anticholinergic action which 

has made Pro-Banthine (brand of pro- 
pantheline bromide) the outstanding 
therapeutic agent in peptic ulcer has also 
proved valuable in diagnosis. 

By controlling the hypermotility, Pro- 
Banthine may permit delineation of a 
lesion otherwise not clearly visualized. 

The technic is simple: If the first set 
of films shows hypermotility but no filling 
defect is demonstrable, reexamination is 


Posterior-anterior film after 15 mg. of Pro- 
Banthine intramuscularly: chronic duode- 
nal ulceration clearly disclosed. 


done a few minutes after intramuscular 
injection of 15 mg. or a half hour after 
oral administration of 30 mg. of Pro- 
Banthine. 

This procedure has the additional ad- 
vantage of demonstrating the patient’s 
response to a given dosage of the drug. 

G. D. Searle & Co., Chicago 80, Illinois, 
Research in the Service of Medicine. 


courtesy of I. Richard Schwartz, M.D., 
Kings County Gastrointestinal Clinic, Brooklyn, N.Y. 
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may be illustrated by two patients who are seen with 
pericarditis and pleuritis, respectively. Although the 
signs and symptoms differ, the basic difficulty is 
polyserositis, and the two may well exchange clinical 
pictures in the course of their diseases. The second 
fault lies in the fact that such a discussion must be 
conducted in terms of fiindings in the course of the 
illness over a period of time, and as the findings may 
be of a transient nature, or are discovered incidentally, 
they bear varying relationship to the overall clinical 
picture and to the presenting symptoms. These ob- 
jections will be compensated to some extent by 
Tables II and III, which present respectively the 
presenting symptoms encountered and the summary 
of the signs and symptoms seen in these patients 
thus far. 

These patients were seen in private practice in a 
four-year period and represent approximately .3 per 
cent of new patients seen during this time. Few 
figures of relative incidence of this disease can be 
found in the literature. Dubois® states that the diag- 
nosis is established with nearly the same frequency 
at the University of Southern California as is the 
diagnosis of classic pernicious anemia. In all of these 
cases except No. 6, positive LE cell preparations have 
been observed in the office laboratory and by a com- 


dizziness. She also complained of mild blurring of 
vision. There was no nausea or vomiting. The head- 
ache was bilateral. A history of palpitation of three 
years’ duration was obtained. 

Physical examination revealed an anxious, slightly 
overweight, chronically ill appearing woman in no 
acute distress. The only positive physical finding was 
a gtade 3 systolic murmur at the apex. Laboratory 
work was within normal limits. The diagnosis at this 
time was old rheumatic heart disease, inactive; aero- 
phagia; and hyperventilation syndrome. 

The patient was not seen again until April, 1955. 
Complaints at this time consisted of polyarthritis, 
more pronounced and frequent dizziness, and non- 
specific gastrointestinal distress. Physical examination 
revealed minimal evidence of arthritis as manifested 
by metacarpal-phalangeal swelling, and the heart mur- 
mur noted before. At this time a low grade fever 
without obvious cause was observed. Many LE cells 
were seen in a smear. The patient was placed on 
heavy salicylate therapy following a course of corti- 


TABLE III 


RELATIVE OCCURRENCE OF SIGNS AND SYMPTOMS 
BY PATIENTS 


tent hospital pathology staff. 
Case Number | 1| 9{10|11| Per Cent 
GENERAL Fever x|x |x| 100 
Presentation of Cases Fatigue x] |x/x|x|x/x|x|x]x| 81 
Case 1. « G., a 45-year-old white woman, was first Nervousness |X x x| 27 
seen in February, 1954. Her chief complaint was — 
“bloating after meals,” of approximately three years’ — 
duration. She was a highly nervous hyperemotional _ Pericarditis xX X|X|X 36 
woman. It was stated by her family that she had be- Gy Disorders |X | x| x! Ixlx! 55 
come so over the period of the last several years, al- 
though no definite time of change could be identified. Skin Rash X |x x| |x % x 33 
Past and family history was essentially negative. Re- Atbuminuria X|X|X|X X| 45 
view of systems revealed that the patient suffered = 
Pleural Effusion 
from frequent severe headache, often accompanied by Pleuritis x! x|x 27 
PRESENTING SYMPTOMS OF PATIENTS Ecchymoses 
Petechiae X x 18 
Case 1. Abdominal bloating 
Case 2. Fatigue festations xX a7 
Case 3. Dizziness Tachycardia 
Case 4. Menorrhagia Palpitation |X xX 18 
Case 5. Polyarthralgia Fainti 
Case 6. Pleuritic pain ‘ea a x x x 27 
Case 7. Fainting and convulsions 
Case 8. Bloating and facial edema Palpable Liver x| | |x X | 27 
Case 9. Substernal pain 
Case 10. Abdominal distress si 


Case 11. Headache and dizziness 


* Denotes failure or significant murmurs 
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sone and was discharged. When last seen in July, 
1955, she was somewhat improved subjectively. Rou- 
tine electrocardiogram at this time showed evidence 
of pericarditis, and an enlarged cardiac shadow was 
noted. The patient was again treated with cortisone 
and discharged as improved. 

Case 2. A. B., a 57-year-old white woman, was first 
seen in November of 1954. Chief complaint was fa- 
tigue, noted for seven or eight months, and of nearly 
incapacitating severity in the last two or three months. 
Past history and review of systems was negative. Posi- 
tive physical findings were limited to an indurated 
macular skin rash over the arms and hands and a 
tachycardia of 106. Routine laboratory work, including 
serology, was negative. Electrocardiograms, chest 
roentgenograms, basal metabolic rate, and cholesterol 
studies were within normal limits. During a course of 
observation the patient manifested a fever of un- 
known origin on several occasions. LE tests were per- 
formed, and repeated positive results were obtained. 
The patient was not seen again after the original 
period, but correspondence indicates that extreme 
fatigue persists as the sole symptom at this time. 

Under the heading of general findings we may 
group those manifestations of a largely subjective na- 
ture and fever. As may be seen from reference to Ta- 
ble III, complaints of fatigue and nervousness are 
prominent in these patients. These were recorded 
when so severe as to be nearly incapacitiag. No 
specific explanation is offered for the occurrence of 
these general constitutional symptoms in this group. 
Fever was present in all of these patients at some 
time during the course of observation. Fatigue was 
a prominent symptom in seven, nervousness in three. 
No clear cut personality changes were observed at 
any time in the latter, and it is difficult to determine 
when in the course of the disease this symptom 
became apparent. Little mention is made in the liter- 
ature of the subjective symptomatology of systemic 
lupus. Fever, as in these patients, was a nearly uni- 
versal finding in the series of most observers. Re- 
ported incidences range from 86 to 100 per cent in 
the large series reported by various authors.1° The 
fever as observed in our patients was usually of the 
low grade persistent type. At no time was a high 
spiking fever seen in this group. 

Nervous system signs in lupus erythematosus were 
not well documented or recognized until recent years. 
Jessar *4 has published some of the more frequently 
observed neurological signs of lupus. In his series 
some nine per cent had convulsions, five per cent a 
“toxic psychosis,” and two per cent had hemiplegia. 
It has been pointed out by Dubois’? that multiple 
central nervous system symptoms may occur, predi- 
cated on cerebral angiitis. 


NERVOUS SYSTEM 


Case 3. A. S., a 16-year-old white man, was first 
seen in March, 1954. Chief complaint at this time was 
dizziness of two months’ duration. Past history and 
review of systems were non-contributory. The episodes 
were moderately severe, had a variable duration in 
minutes, and were not associated with convulsions or 
fainting. There was some headache at these times. 
Laboratory work was within normal limits. Physical 
examination revealed a blood pressure of 165/90. The 
liver was palpable two fingerbreadths below the right 
costal margin, the spleen was palpable one finger- 
breadth. One week later LE tests were performed, and 
positive results were obtained. One month after the 
orig‘nal visit a typical butterfly rash was observed, and 
the patient was complaining of arthralgia of the 
hands. Four months later the spleen was no longer 
palpable, only the liver edge was felt, and the der- 
matitis was gone. At this time a cervical adenopathy 
not previously observed was noted. When last seen 
the patient had remained asymptomatic for several 
months. 

Peripheral neuritis has been reported with some- 
what less frequency than central nervous system in- 
volvement, but it is a well recognized finding. Sedg- 
wick*® reported five cases of the disease in which the 
neurologic involvement included toxic psychoses, mul- 
tiple peripheral neuritis, hemiplegia, focal paralyses, 
and chorea. Seikart®* reported five cases of lapus with 
neurological presenting complaints. They included 
hemiplegia, dysarthric speech, paresis, numbness and 
tingling of extremities, vertigo, and other symptoms. 
Persky®? reported five patients with lupus in whom 
the presenting sign was petit mal. In the latter two 
groups the signs and symptoms mentioned antedated 
the development of the classic lupus by periods of 
months to years. In so far as is known, the develop- 
ment of these signs is due to either circulatory insufhi- 
ciency or to azotemia secondary to the common renal 
involvement. Other articles largely confirm the multi- 
plicity of these neurological findings." 


IMMUNOLOGIC AND HEMOPOIETIC 
SYSTEMS 


Case 4. M. S., a white woman, was seen at the age 
of 20 with the presenting complaint of menorrhagia 
of five years duration. In the course of clinical work- 
up a history of extreme nervousness was elicited. 
Other past history and the review of systems were 
non-contributory. Physical examination revealed a 
thin, agitated white female in no acute distress. A fine 
hand tremor was present, along with a slightly en- 
larged smooth thyroid, and the skin was moist and 
cool. No further positive findings were present. 

All laboratory work was within normal limits. 
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Basal metabolic rate was 0, and iodine uptake was 
normal. In spite of the latter findings the clinical im- 
pression was one of mild hyperthyroidism, and the 
patient was placed on Itrumil. During the next three 
months the symptoms of fatigue and nervousness per- 
sisted, with some slight malaise. In the course of a 
work-up by a gynecologist at this time a positive Kahn 
and VDRL were discovered. These had been negative 
three months earlier, and there was virtual certainty 
of a lack of possible contact. At this time there were 
no other new laboratory or physical findings. 

LE tests were performed and were positive. The 
serology reverted to non-reactive in two months, then 
was again positive in October, 1955. Repeated posi- 
tive LE tests have been encountered during this time. 
This patient is remarkable for the lack of either ob- 
jective or severe subjective findings in the presence 
of two years of known disease. 

Case 5. B. D., a 27-year-old white woman, was first 
seen in 1952. Presenting complaints at this time were 
polyarthralgia, skin rash, and cervical adenopathy. 
Past history revealed that the onset of difficulties had 
occurred two years before. At this time the patient 
was treated with Aureomycin for pyelitis. Following 
treatment the patient had the onset of vomiting and 
severe back pain. In spite of this reaction the patient 
again received the drug a year later. She had further 
vomiting and a generalized aching feeling. This was 
foliowed by two protracted courses of vomiting. 
Within a few weeks she began to complain of stiffness 
of the fingers, rapidly followed by pain in the feet. 
This persisted. for.one year, with intermittent bouts 
of cervical, axiflary, anda@nguinal adenopathy. Review 
of systems revealed only a history of recurrent ton- 
sillitis. 

Physical examination revealed a palpable liver and 
spleen, cervical and axillary adenopathy, and a 
maculo-papular rash over the hands. Laboratory work 
showed a sedimentation rate of 10 mm./hour, two- 
plus albuminuria, and a positive LE test. She “¢s 
placed on cortisone therapy and, after a fall associated 
with minimal trauma, developed ecchymoses of the 
left leg and hemarthrosis of the left knee. This was 
followed by an elevation of the sedimentation rate, 
high fever, and thrombophlebitis. Again, a remission 
was effected with cortisone. Eight months following 
this the patient had another episode of vomiting, 
fever, and exacerbated skin rash. The platelet count 
was not reduced at any time. The patient when last 
seen, four years following the onset of symptoms, 
was again symptom free, except for some residual 
arthralgia. 

The most frequently noted hematologic sign of 
lupus is that of anemia, which may be fairly severe. 
This has been reported with varying frequency, rang- 


ing from 34 to 70 per cent. The anemia is usually a 
normocytic, normochromic one of moderate degree. 
It is usually not associated with erythroid hyperplasia 
of the marrow, reticulocytosis, or jaundice, and there- 
fore it does not seem to be associated with hemolysis 
of any degree.'® It is well known, however, that he- 
molytic anemias are sometimes seen in the course of 
the disease and have been reported in some 5 per cent 
of all cases.7: 1° In these cases, some of which displayed 
the anemia before other signs of lupus, diagnoses of 
acquired hemolytic anemia have been made and the 
patients have been subjected to splenectomy, which 
was without benefit. Purpura has frequently been re- 
ported in the course of systemic lupus. This purpura is 
of vascular, thrombocytopenic, and azotemic origin. 
Most of the cases seem to be of the non-thrombocyto- 
penic forms, although there are several reports of 
genuine depression of the platelet count. 

Rich,** in reviewing cases of “idiopathic throm- 
bocyiopenia” at Johns Hopkins Hospital, found defi- 
nite evidence of lupus in six patients, two.of whom 
were shown to have the disease at autopsy. Mc- 
Meacham?’ reported three patients with lupus in 
whom a primary diagnosis of idiopathic thrombocyto- 
penic purpura was established and who were sub- 
jected to splenectomy. 

Examination of leucocytes may show one or both of 
two variations; either a moderate leucopenia, or, less 
frequently, an eosinophilia. In one of the patients to 
be reported (Case 6), both of these manifestations 
were transiently present. In all cases a good remission 
has been obtained in the above hematologic signs 
under cortisone therapy. 


RESPIRATORY SYSTEM 


Case 6. J. B., a 23-year-old white man, was first 
seen in April, 1955. Chief complaint at this time was 
chest pain and fatigue. History revealed that the pa- 
tient had had a hemolytic episode four months be- 
fore, with jaundice, an icteric index of 22, and a hep- 
atogram compatible with hemolytic anemia. At this 
same time the patient noticed the onset of a dull, 
generalized headache and tinnitus. A history of short- 
ness of breath, exertional dyspnea, right pleural pain, 
and slight hemoptysis was elicited. The patient had 
been noted to have white cell counts of 2,000 on two 
occasions. 

Examination revealed only a palpable liver and 
spleen. Laboratory work showed a sedimentation rate 
of 14 mm./hour, hemoglobin of 90 per cent. Differ- 
ential count showed 20 per cent eosinophiles. The 
Kahn test was negative. During observation a low 
grade temperature was noted, along with intermittent 
pleuritic friction rub and pain. Fatigue became a 
prominent symptom. 
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One month later the eosinophilia had disappeared, 
and the spleen was no longer palpable. During the 
next three months exacerbations of fatigue, with a 
slight rise of eosinophiles and return of a barely palp- 
able spleen, were noted on three occasions. When 
last seen the patient was asymptomatic. In this case 
five LE tests to date have failed to reveal LE cells. 
Diagnosis was established tentatively on the basis of 
the above findings. 

The respiratory system is involved in lupus in two 
ways—pleurai involvement commonly and intrinsic 
lung involvement less frequently. 

In this series of cases pleural effusion and/or 
pleuritis was noted in three patients, Cases 6, 7, and 
8. We did not observe parenchymal lesions in this 
group. Baggenstoss* described the pneumonia of 
lupus and stated that the picture is one of alveolar 
hemorrhage, edema, and atelectasis. The frequency of 
this finding is not known. Harvey and his associates 
reported the finding in 40 per cent of their patients 
during the course of their disease. Pleural effusion 
or pleuritis is much more frequently noted than is 
pneumonia. It is reported in from 30 to 60 per cent 
of all cases. Noted with almost equal frequency is the 
occurrence of dry pleurisy with a friction rub and 
pain, sometimes of severe nature. Rarely the respira- 
tory involvement may be so extensive as to be the 
major sign of disease, and if the alveolar changes 
are sufficiently widespread cyanosis may develop. 


CARDIOVASCULAR 


Case 7. G. T., a 45-year-old white woman, was first 
seen in 1954. Chief complaints at this time were 
fainting spells, convulsions, and dizziness of four 
years’ duration. These episodes were sudden in onset 
and produced complete unconsciousness, and the pa- 
tient was amnesic for the period of time involved. A 
diagnosis of grand mal epilepsy had been established. 

Past history was non-contributory. Review of sys- 
tems revealed angina pectoris orthopnea and dyspnea, 
frequent cough, and dependent edema of one year’s 
duration. There was a history of polyarthritis of four 
years’ duration and a severe episode of pneumonia 
15 months before she was first seen. A temperature 
of 99.4 was noted. 

Examination showed bilateral dullness to percus- 
sion with increased vocal fremitus and diminished 
breath sounds over the lower lung fields. A grade 2 
pulmonic systolic murmur was noted. There was two- 
plus ankle edema and dermographia. Laboratory work 
done at this time revealed a slight normocytic anemia, 
a sedimentation rate of 27 mm./hour, a trace of albu- 
min in the urine, and a positive LE test. Chest films 
and an electrocardiogram revealed bilateral pleural 
effusion, cardiomegaly, and evidence of coronary in- 


sufficiency. The patient was placed on 100 grains of 
salicylates daily and did well for four months. At this 
time angina, which had disappeared, recurred. There 
was associated fever and a skin rash, and the patient 
had several convulsions. She was hospitalized, given 
cortisone and anti-convulsants, and responded well 
within a few days. In the next nine months only a 
persistent low grade fever and polyarthralgia were 
noted. 

At the end of this period it was noted that ecchy- 
moses had appeared over the patient’s legs. Platelet 
counts and clotting times were normal, and this was 
thought to be due to extensive thrombophlebitis. 
There has been no return of frank congestive failure 
since early in the course of observation. The patient 
was doing well when seen in the spring of 1955 and 
was continuing to take 60 grains of salicylate daily. 

Case 8. F. H., a 31-year-old white woman, was first 
seen in February, 1954. Chief complaint at this time 
was abdominal bloating and facial edema of five days’ 
duration. The onset of difficulty began in non-specific 
form after the birth of her second child, some three 
years prior to this time. Symptoms had consisted of 
malaise and chronic low grade fever. One year prior 
to the time she was first seen she was hospitalized for 
“flu.” Her symptoms at this time were fever, aching, 
malaise, and cough, coupled with a skin rash and 
stiffness of the joints of both hands. She gradually 
recovered without treatment. Past history and review 
of systems were otherwise non-contributory. 

Physical examination revealed a grade 2 systolic 
murmur at the base and heard widely over the pre- 
cordium. There were scattered rales at both lung 
bases. The liver was palpable four fingers below the 
right costal margin. Chest plate revealed bilateral 
pleural effusion, and the electrocardiogram showed 
evidence of pericarditis. Laboratory work showed a 
sedimentation rate of 28 mm./hour, a hemoglobin 
of 65 per cent, two plus albuminuria, and a positive 
LE test. The patient was placed on heavy salicylate 
dosage. In two months the pleural effusion had 
largely cleared, the liver was palpable one finger- 
breadth, and the murmur had become reduced in 
intensity. Ten months after the patient was first seen 
symptoms had largely subsided, with the exception 
of some dizziness and chronic fatigue. 

Case 9. D. V., a 30-year-old white woman, was first 
seen in hospital consultation. Chief complaint at this 
time was aching substernal pain. History revealed that 
the pain was the latest of a series of symptoms which 
had developed over the past year. The patient had 
first noted a mild polyarthralgia, which had become 
steadily worse. Prior to the development of pain the 
patient had noted palpitation with tachycardia. Other 
history was non-contributory. 
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Physical examination revealed an indurated skin 
rash of butterfly distribution, tachycardia of 110, and 
electrocardiographic evidence of pericarditis. Labo- 
ratory procedures revealed a moderate normochromic, 
normocytic anemia, a sedimentation rate of 20 mm./- 
hour, and a positive LE test. Follow-up study was 
limited to only a few months. In this period of time 
the pericarditis had disappeared. The patient had be- 
gun to complain of chronic fatigue and described the 
symptoms indicative of a mild Raynaud’s phenome- 
non which had developed after the period of original 
observation. 

The cardiovascular manifestations of lupus have 
been previously alluded to. Osler*® was the first to 
describe pericardial and endocardial involvement, but 
the previously mentioned work of Libman and Sacks** 
was the first description which drew much attention 
to their occurrence. The verrucous endocarditis has 
been described above. Other manifestations of cardiac 
disease may be seen. Myocarditis is a frequent finding. 

Jessar** reported pericarditis in 23 per cent of his 
patients with pericardial effusion in 16 per cent. Bag- 
genstoss* described the frequent finding of diffuse 
and focal pericarditis. In general the pericarditis is 
not remarkable in appearance, although some authors 
claim that the histology is distinctive. Harvey and 
colleagues'® reported the finding of some type of 
cardiac involvement in 55 per cent of their patients. 
Included in this group are the cases in which some 
detectable evidence of myocardial, pericardial, or en- 
docardial involvement was found. 

The myocarditis of lupus is similar to that of rheu- 
matic fever, consisting of hyaline change and focal 
necrosis. It is due in large part to vascular involve- 
ment leading to ischemia, although such a relation- 
ship cannot always be determined. Harvey also re- 
ports that only one-half of patients with lupus myo- 
carditis demonstrated significant embarrassment of 
cardiac function. There are numerous reports of 
cardiac failure in the course of lupus, most failure 
being amenable to the therapy directed against the 
lupus. Jessar** states that some evidence of cardiac 
involvement, usually in the form of enlargement or 
murmurs, in addition to pericarditis, was present in 
70 per cent of his cases at some time. 

There is some evidence that potentially dangerous 
but silent cardiac involvement may be present in some 
patients with lupus. Two of Harvey's patients de- 
veloped rapid intractable heart failure and died dur- 
ing cortisone therapy. At autopsy extensive lupus myo- 
carditis was found. This suggests that unusual stress 
should be avoided during periods of active disease. 


GASTROINTESTINAL 


Case 10. W. S., a 38-year-old white woman, was 
first seen in February, 1954. Presenting complaints 


were largely those of functional bowel distress and 
a burning sensation in the face and throat. System 
review and past history were non-contributory. Phy- 
sical examination revealed no abnormalities except a 
marked dermographia. Results of laboratory work 
were within normal limits. A slightly elevated tem- 
perature was present and was recorded consistently 
over the next few weeks. Complaints during this 
time were of abdominal distress—bloating and gas— 
fever, and transitory weakness. In an attempt to ex- 
plain the temperature elevation routine agglutinations 
were performed, as was an LE test. The latter was 
positive. When last seen, there had been only one 
objective sign of lupus, the marked dermal hyper- 
reactivity. Skin rashes have frequently been observed 
in this patient following contact with many different 
substances and with several antibiotics. 

In these patients, as in most of those reported, the 
gastrointestinal manifestations of lupus were not of 
a consistent enough nature to constitute a valuable 
sign of the disease. In Osler’s original study*®® gastro- 
intestinal symptomatology was prominent. The fact 
that most observers have noted fewer such symptoms 
has led many to feel that the cases reported by Osler 
were not typical. It seems that the major point of dif- 
ference lies in the fortuitous nature of the anatomic 
lesion in the bowel, as it seems to be predicated en- 
tirely on the basis of vascular insufficiency of various 
degrees. Reifenstein®* reported evidence of peritonitis 
of varying extent in 72 per cent of his cases. Mc- 
Meacham?" reported a case in which the presenting 
picture was intestinal obstruction following infarction 
of the small intestine. Harvey’® states that esophagitis 
was present in seven of his cases, and abdominal 
cramping, in some cases associated with bloody diar- 
rhea, was encountered with some frequency. 


JOINT MANIFESTATIONS 


Case 11. L. D., a 27-year-old white man, was first 
seen in 1951 following hospitalization for appendi- 
citis. Presenting complaints at this time were head- 
ache, dizziness, and bloating. Past history revealed 
only the presence of a chronic epididymitis following 
a fall and various genitourinary complaints since that 
time. Physical examination was not remarkable. Lab- 
oratory work revealed only a one-plus albuminuria 
which has been persistent through the course of his 
illness. In the next six months the patient began to 
develop a low grade persistent fever and arthralgia. 
During the next months these symptoms continued, 
and an LE test at this time was positive. By early 
1954 a persistent fever of 100 was recorded, and 
there was incapacitating fatigue. A severe frontal 
headache developed. 

In June, 1954 the patient developed a peptic ulcer, 
and thereafter the typical symptoms of this lesion 
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were added to those already present. In early 1955 
the main symptoms were again fatigue and headache. 
Physical examination remained negative throughout 
this time. Repeated positive LE tests were obtained. 
The next prominent symptoms developed in June of 
1955. These consisted of dizziness, frequent fainting 
spells, and tinnitus. When last seen he was again 
asymptomatic, with only fatigue and headache te- 
maining. 

The joint manifestations of lupus are varied. 
Arthritis and arthralgia are prominent in the course 
of the disease. Three main groups may be recognized: 
first, myalgias and arthralgias; second, acute or sub- 
acute migratory polyarthritis; third, chronic progres- 
sive polyarthritis with deformity. Harvey’® states that 
in his experience the first group is by far the most 
common. In the majority of his patients pain without 
redness, associated with minimal soft tissue swelling 
and tenderness, was the prevailing picture. This was 
true in the group reported here. In none of the three 
patients who complained of joint pains was there any 
deformity. The joint manifestations are subject to 
frequent remission and are among the earliest bene- 
fited by the usual therapeutic measures. 

There are two other important manifestations of 
systemic lupus which we have not considered in the 
above descriptions. These are the renal and ocular 
signs of the disease. The former has been alluded to 
under the description of the pathology of lupus. 

None of these patients showed evidence of renal 
involvement beyond albuminuria. The findings may 
be scant, as in this group, or may progress to azote- 
mia, with this condition being the immediate cause 
of death. Albuminuria is a frequent finding, as are 
white and red cells in the urine. Formed elements 
include waxy, fatty, and red cell casts. This has 
been claimed by some to be of important diagnostic 
significance, as this combination is rarely found in a 
single specimen of urine except in systemic lupus.?* 
The usual urinary findings of moderate degree con- 
sist of albuminuria, slight hematuria, some cylin- 
druria, either alone or in combination, with good 
preservation of renal function.’® 

In those patients who show more serious involve- 
ment there may be grossly disturbed renal function 
tests, massive albuminuria, and inability to concen- 
trate urine. A useful diagnostic point is that fre- 
quently these patients show severe degrees of renal 
involvement without developing hypertension. When 
present, renal failure constitutes a frequent cause of 
death in those with systemic lupus erythematosus. 

The ocular involvement in this disease was likewise 
not shown in this series of patients. The findings 
are those of several types of retinal lesion, the most 
common being the finding of cytoid bodies on exam- 


ination. These are typically in the posterior fundus 
and are usually not as large as the disc. Other retinal 
lesions are seen, usually in association with those con- 
ditions with which they are usually found, e.g. papil- 
ledema with hypertension. Jessar*! found retinal in- 
volvement in 20 per cent of his cases, the most com- 
mon being the cytoid body. Harvey’® states that these 
changes, in the absence of hypertension or diabetes, 
may constitute valuable ancillary evidence in the diag- 
nosis of lupus. He states that they are transitory and 
that repeated examination may be necessary to recog- 
nize their occurrence. 


Diagnosis 


From the above discussion of clinical manifesta- 
tions it may be seen that the diagnosis of systemic 
lupus may be extremely easy or may be of such ob- 
scurity as to be virtually fortuitous. It is a multiple 
system disease, as discussed earlier, and the system 
involvement may or may not be concurrent. As any 
pathological process may be severe or mild, so may 
be the signs and symptoms of lupus. Furthermore, 
the system involvement may not only not be con- 
current, it may be in evidence many months or years 
after the initial signs, and the original signs may have 
vanished in the meantime. As pointed out, such di- 
verse findings as false positive serologic tests for 
syphilis and grand mal seizures may constitute the 
presenting or indeed only evidence of the disease. 
Beyond the finding of isolated organic signs, the 
subjective symptomatology in the patients reported 
in this paper was that usually associated with func- 
tional distress, thus opening another diagnostic abyss 
to avoid. 

Fortunately the picture is usually not so dim. In 
most patients careful observation over a period of 
time will reveal other signs of the actual process. 
One has general principles upon which to proceed. 
The most general of these is the predilection of the 
disease for women, usually those in the childbearing 
age. A second consideration is the investigation of 
“fever of undetermined origin” with the possibility 
of lupus in mind. Nearly all patients will show a 
chronic low grade temperature elevation. Another 
prominent finding, present in the long course in 
nearly 90 per cent of patients,’® is arthralgia and/or 
arthritis. Next most frequent is the presence of der- 
matitis, the most common being frequent rashes fol- 
lowing drugs, soaps, and other common allergens. 
The classic butterfly rash is seen in only 30 per cent 
of patients with dermatitis. History of sensitivity to 
sunlight is of significance. 

As has been mentioned, anemia is a common 
finding, ranking next in order of occurrence. Pleurisy, 
usually of the dry type, is seen in roughly one-half 
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of all patients, as is some form of cardiovascular 
abnormality, the most common being systolic mur- 
murs at the base and pericarditis. 

The above embrace the major findings in lupus. 
The presenting picture, however, may be obscure, and 
the establishment of the diagnosis rests mainly on 
the presence of a high index of suspicion. Where 
presenting evidence is scanty the LE test, which is 
an inexpensive, workable procedure, has made pos- 
sible a definitive diagnosis in cases which were not 
previously amenable to study. No indications can be 
quoted for the performance of the test for the reasons 
outlined above. It is reasonable, however, to say that 
it should be included in the diagnostic work-up of 
unexplained fever and in those cases in which a 
positive test for syphilis is found in those patients 
in whom contact is doubtful, and it should be per- 
formed on those patients who present themselves 
with purpura or hemolytic anemia. Only by investi- 
gation of these conditions can the obscure case be 
found. 


Course and Prognosis 


Ideas of the typical course of lupus are undergoing 
change, and consequently so is the prognosis. The 
prognosis of the classical case is difficult to glean 
from the limited literature on the subject, and the 
diagnostic criteria were such as to virtually exclude 
the mild case. The course has been thought to be 
one of progressive decline, with five-year survival 
rate. 

Much of the difficulty has come about because of 
attempts to assign such survivorship to a time when 
the disease was presumed to begin—that is, sub- 
jective symptomatology of varying length was taken 
as the onset of the disease. While this was no doubt 
accurate in many cases, it does not admit of careful 
analysis. Also, the occasional fulminating case with 
rapid death is much more apt to be recognized, and 
therefore plays a disproportionate role in determin- 
ing prognosis. 

Throughout the literature one can find isolated 
cases of long survival such as that reported by Ben- 
Asher.* His patient had survived systemic lupus for 
23 years at the time of writing. Jessar? made the 
statement that approximately 20 per cent of patients 
can be expected to survive for five years after diag- 
nosis, but in arriving at this figure he included as 
dying all patients who had not yet been followed 
five years or longer. Tumulty*® predicted an average 
over-all course of seven years, leading to death. The 
most extensive statistical analysis is that of Merell 
and Shulman.** It is beyond the scope of this pape1 
to delve into the methods used in arriving at their 
figures. Table IV illustrates the findings of survivor- 


ship as far as they were able to carry the study—four 
years. 
TABLE IV 
ESTIMATED SURVIVORSHIP AFTER 
DIAGNOSIS 


Years after diagnosis Per cent survival 


0 100 
0.25 87 
0.50 85 
0.75 82 
1.00 78 
2.00 67 
3.00 62 
4.00 51 


In an attempt to arrive at an adequate clinical 
basis for prognostic studies, several classifications of 
the disease have been proposed, that of Urbach* 
being widely quoted. It is the feeling of most authors 
that since the severity and symptomatology of the 
disease vary widely and rapidly, such classification 
is of little use.1%?1;4° An accurate prognosis cannot 
be given with the present knowledge available. The 
course is more chronic than had generally been ac- 
cepted.*° As more cases are recognized in a mild 
form, the average survivorship will probably be 
found to be longer than is now felt to be true. None 
of the patients presented in this paper have been 
followed for more than three years after diagnosis, 
so as yet no statements can be made, except that the 
usually observed high death rate in the first six 
months following diagnosis has not been seen. 


Treatment 


Numerous compounds have been tested in the 
therapy of this disease. Among them are ACTH and 
cortisone, salicylates, gold, vitamin By», nitrogen 
mustards, para-amino benzoic acid, and various anti- 
malarials. With the exception of the first three men- 
tioned, none has been demonstrated to be of much 
service. 

Cortisone was found to be of benefit shortly after 
it became available. Among early reports is that of 
Brunsling’® who treated seven patients with doses 
of 200 mg. of cortisone daily until remission was 
obtained or contraindications developed. He found 
that arthralgia, fever, and serositis were rapidly bene- 
fited by this treatment. During the course of treat- 
ment one patient died of renal abscesses, and two 
manifested psychotic symptoms. Dubois'? gave sufh- 
cient cortisone to produce early Cushingoid changes 
and felt that the treatment, while it produced some 
remissions, probably did not materially alter the 
length or the course of the disease. He also stressed 
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the fact that spontaneous remission is so frequent 
as to cloud the effect of whatever therapy is being 
employed. 

Soffer** reported on a series of 18 treated patients. 
His initial dosage was 100-200 mg. of ACTH and 
200-300 mg. of cortisone. When remission was ob- 
tained he kept his patients on a maintenance dose of 
20-50 units of ACTH and 50-100 mg. of cortisone 
daily for varying lengths of time. His findings were 
similar to those of Brunsling—the serositis, fever, 
and arthritis subsided with dispatch while the pres- 
ence of LE cells and renal findings were little af- 
fected. In his series six patients died, and eight were 
maintained on hormones at the date of the report.. 

Harvey and his colleagues'® have reported the 
most complete review of therapy thus far. Among 
these patients are some treated intermittently, some 
continuously. In general he found that the optimum 
of treatment was that which is necessary to bring 
about relief of symptoms, thus disagreeing with 
Dubois. He also found that the degree of remission 
of renal lesions varied, some patients showing a drop 
in non-protein nitrogen and uric acid levels. It is 
important to realize that general medical problems 
arise in those patients with systemic lupus, and they 
must be treated as such. In this group of patients 
only three were seen at a time in their illness when 
cortisone therapy was warranted. These patients were 
treated primarily with heavy doses of salicylates, and 
it was found that satisfactory control could be main- 
tained in most. This is in general agreement with 
most authors, although it is conceded that during 
acute exacerbations of the disease the hormone ther- 
apy is to be preferred. 


Summary 


Eleven cases of disseminated lupus erythematosus 
have been presented, along with a review of the dis- 
ease, which illustrate the changing diagnostic and 
prognostic ideas of the illness. It is held that the 
disease is one of more chronic nature than has gener- 
ally been recognized. As the problem of diagnosis 
has contributed materially to this impression, some 
discussion of clinical manifestations has been ad- 
vanced. The importance, practicality, and reliability 
of the test for LE cells in the earlier and more fre- 
quent diagnosis of systemic lupus erythematosus has 
been presented. 
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Diseases of the Heart. By Charles K. Friedberg, 
M.D. Second Edition. Published by W. B. Saunders 
Company, Philadelphia. 1161 pages, 157 figures. 
Price $18. 


Here is a book that is recommended to all physi- 
cians who see patients with heart disease. It has been 
extensively revised in light of the rapidly expanding 
field of heart disease, and a new section on graphic 
methods of cardiac examination has been added. This 
includes a discussion of roentgenologic examination, 
vectorcardiography, ballistocardiography, phonocar- 
diography, and cardiac catheterization. 

The other six sections deal with circulatory failure, 
cardiac arrhythmias, coronary heart disease, structural 
abnormalities of the heart, other types of heart dis- 
ease, and special problems in heart disease. The latter 
section is especially valuable to the practicing physi- 
cian as it includes such topics as heart disease in 
pregnancy, surgery in the cardiac patient {with a dis- 
cussion of various anesthetic agents), and insurance 
and medicolegal problems in the cardiac patient. 

Surgical correction of cardiac disease is given an 
extensive review in the text with discussions of vari- 
ous procedures such as inflow stasis, hypothermia, 


cross circulation, external shunts, and pump oxygen- 
ation. Newer forms of treatment such as steroids in 
rheumatic fever, the newer antibiotics, myocardial 
infarction, the use of anticoagulants in myocardial 
infarction, and the use of the modern hypotensive 
agents are dealt with in great detail. Especially valu- 
able is the section on anticoagulants which deals with 
all known anticoagulants and gives advantages and 
disadvantages of each one. 

Physiology is emphasized throughout the book. A 
physiologic explanation of signs and symptoms and 
choice of therapy is given whenever possible. At 
times the author is rather dogmatic in advising one 
type of treatment over another, but in each chapter 
there is an extensive bibliography for the reader who 
wishes more information on a specific subject. The 
author has done an excellent job in attempting to 
cover the extensive field of heart disease. This book 
is highly recommended.—W..G.C. 


Dermatology. By Donald M. Pillsbury, M.D., 
Walter B. Shelley, M.D., and Albert M. Kligman, 
M.D. Published by W. B. Saunders, Philadelphia. 
1331 pages, 564 figures. Price $20. 


In the words of the authors, “An addition to the 
many comprehensive books of reference on the dis- 
eases of the skin requires some justification.” But 
in the case of this all new volume, the book is its 
own justification. 

It is seldom that one text can fill the needs of 
both students and practitioners, but this one ap- 
proaches it. The lack of synonyms and eponyms pro- 
duces a simplified text. This is a feature long over- 
due in medicine in general and dermatology specifi- 
cally, but it may make the book difficult to use, i.e., 
hard to find things in. The bibliography has been 
reduced to a few key articles, and the rarer conditions 
are given short shrift. 

The book is exceedingly well written, and one 
never feels enmeshed in the complications and varia- 
tions of disease pictures. As would be expected, the 
sections dealing with the special interests of the 
authors receive special attention. Being a reference 
work, it serves mainly as a catalogue of clinical 
syndromes, and the classification of diseases is more 
or less standard ; the authors have used etiology when 
possible. But it is more than that: for instance, the 
recent revolution in syphilology has produced pro- 
found changes in all textbooks, but no place will one 
find a more lucid or concise description and guide 
to therapy than the 30 pages devoted to syphilis; 
the chapters on “‘basic sciences,” with their appended 
summaries, are worthwhile, and a section titled 
“Principles of Diagnosis” is unique in that it con- 
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siders methods of dermatologic diagnosis from vari- 
ous angles, including types of lesions, distribution 
patterns, relative incidence in various age groups, cli- 
mate, etc. 

The discussions of therapy receive the same concise 
treatment as the clinical descriptions. One sometimes 
has the feeling that these men are therapeutic anni- 
hilists, but if the treatment of a condition is unsatis- 
factory, they say so. 

If the book has a fault, it is, perhaps, over-simpli- 
fication. The book is too big to read as a “system” of 
dermatology and contains too much material besides 
clinical descriptions to be a comprehensive reference 
work, but for the seasoned practitioner, as a guide 
to clinical course therapy and clinical follow-up, and 
for the student who is reading with direction, this 
book has no peer.—C.M.L., Jr. 


Pediatrics. Edited by Donald Paterson, M.D., and 
John Ferguson McCreary, M.D. Published by J. B. 
Lippincott Company, Philadelphia. 654 pages. Price 
$14. 


This is a good pediatric book. Like any book or 
text it leaves some things to be desired, but I believe 
it could occupy an important place on the bookshelf 
of one treating children. 

This, as it is announced by the publisher, is a prac- 
tical book. It would not be valuable as a reference 
text since it is more concerned with the commonplace. 
I’m sure this will not replace our several classical 
texts of pediatrics or the extensive volumes of pedi- 
atric writing. It should, however, prove an excellent 
source of quick reference in regard to puzzlers that 
often face the practitioner. The book lacks extensive 
discussions on rarity but contains practical material on 
the most frequent conditions. The rare diseases and 
conditions are mentioned, but one would need other 
sources of information on most. 

This book should be especially useful to the young 
ptactitioner who needs immediate practical answers. 
It may be a good text for the shelf in the out-pa- 
tient department. 

I find that Canadian authorities make fluid balance 
and electrolytes just as confusing as other writers. 
There are also other questionable ideas and recom- 
mendations concerning management and treatment, 
but I believe these are minor. 

The section of the book that deals with the re- 
tarded child and advice to parents of the retarded 
child is excellent. I believe the thoughts in this sec- 
tion justify the price of the book and certainly will 
help the physician face this unfortunate situation. 

It also seems worthy of note that these authors 
have seen fit to include a separate chapter on school 
health and public health. Thus one concludes that the 


authors are in touch with the trend that the practicing 
physician must inevitably concern himself more and 
more with preventive medicine—i.e., well child con- 
ferences and school health.—H.P.]. 


Examination of the Nervous System—A Student's 
Guide. By A. Theodore Steegmann, M.D. Published 
by Year Book Publishers, Inc., Chicago. 164 pages. 
Price $3.75. 


To elicit and interpret adequately findings in the 
examination of the nervous system requires the stud- 
ied practice of examinational techniques peculiar to 
this organ system. It is for this reason that students 
of medicine, not only in their academic years but in 
practice of the art, have difficulty in the evaluation of 
clinical problems involving the nervous system. The 
brief, concise, well illustrated technical manual of 
the type composed by Doctor Steegmann therefore 
has real usefulness to the student in training and may 
also serve as a handy, ready reference to technical in- 
formation in the evaluation of neurological symp- 
toms and signs for the practitioner. Simple, direct de- 
scriptions of technique, plus easily understood corre- 
lations with neuroanatomical and physiological facts, 
and finally useful illustrations and charts of nerve 
distributions and patterns, enrich the usefulness of 
this small and unpretentious contribution —].A.S. 


The Truth About Cancer. By Charles S. Cameron, 
M.D. Published by Prentice-Hall, Inc., New York 
City. 268 pages. Price $4.95. 


The title of the book expresses well the reader's 
interpretation of its contents. It presents both opti- 
mistic and pessimistic views on various types of can- 
cer. It corrects many misconceptions about this dis- 
ease and gives good factual information. 

While the book does contain some repetition of 
the American Cancer Society educational program, it 
also presents a lot of additional information of in- 
terest. 

It is a reference book which would be of benefit 
to everyone in helping to understand the nature, 
causes, diagnosis, and treatment of cancer. It also 
builds up the confidence of the American people by 
showing the great strides research has already made 
in the cure and treatment of this disease ——R.M.D. 


Principles of Clinical Electrocardiography. By 
Mervin ]. Goldman, M.D. Published by Lange Medi- 
cal Publications, Los Altos, California. 310 pages. 
Price $4.50. 


This is a unique textbook in two respects. The 
actual text has been made as concise as is possible. 
Perhaps for this reason it occasionally loses clarity, 
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but this is adequately compensated for in its second 
feature, the abundant and splendid diagrammatic 
illustrations, 

Standard coverage of the field is accomplished in 
17 chapters dealing with such features as usefulness 
of the electrocardiogram, apparatus, techniques, elec- 
trophysiology of isolated muscle, the normal electro- 
cardicgraphic complex, cardiac vectors, electrocardio- 
grams in infants and children, hypertrophy patterns, 
the arrhythmias, coronary artery disease, miscellane- 
ous abnormal patterns, and finally a section dealing 
with interpretation. 

No actual tracings are to be found in the book, 
and while this might be over-simplification of a com- 
plex subject it in itself maintains the book's lucidity. 
This is an excellent book for the student and prac- 
ticing physician.—M.H.D. 


Sick Children. Seventh Edition. By Donald Pater- 
son, M.D. Revised by Reginald Lightwood, M.D. 
Published by ]. B. Lippincott Company, Philadel phia. 
590 pages. Price $8.75. 


In the preface to the first edition Dr. Paterson 
states that this volume is designed for the senior med- 
ical student and the general practitioner. Although a 
new section on tropical diseases in childhood has 
been added and the text enlarged and vastly rewrit- 
ten by Dr. Lightwood, the reviewer feels that this 
work fills that niche. It is not a reference text. 

Physically the book is easily handled because of its 
convenient size. The type size and seatence phras- 
ing are excellent ; consequently reading is rapid. Dis- 
ease entities are sharply defined and resulting pathol- 
ogy is clearly outlined. In all there are 26 well or- 
ganized chapters and four appendices. There is a 
fairly liberal supply of charts, pictures, photomicro- 
gtaph and x-ray film reproductions, etc. The index is 
complete and useful although in this particular copy 
the bookbinder inadvertently shuffled the pages so 
that some confusion exists. 

It does seem in some instances that descriptive 
symptomatology receives less than the necessary space 
allotment in spite of the commendable emphasis the 
authors have placed on history taking as an impor- 
tant part of pediatric problem evaluation. The “feel” 
of the section devoted to this phase of medicine con- 
vinces the reviewer that the authors are sound and 
experienced clinicians. The sections on cardiac and 
citculatory disorders, juvenile rheumatism, chorea, 
carditis, and infectious diseases receive more atten- 
tion than some of the less frequently seen syndromes 
and diseases. 

Reference to laboratory findings as an aid to diag- 
nosis is slight, yet normal values for blood chemistry 
determinations, hematological normals, cerebral spi- 


nal fluid findings, urine test results, and fecal ex- 
aminations are conveniently imprinted on the front 
and back inside covers. Little space is devoted to 
specimen collection, however. The problem of thera- 
peutic management of amenable infectious processes 
is interestingly handled by the use of constant refer- 
ence to an appendix of chemotherapeutic and anti- 
biotic drugs. 

Obviously there is occasional reference to certain 
trade names for milk preparations, drugs, etc., as well 
as certain staple food preparations in the United 
Kingdom that are strange to the American reader, but 
as the context is clear this situation poses no problem. 
It is quite possible that the American pediatrician will 
not agree completely with some of the feeding and 
training suggestions advanced.—T.C.H. 


Handbook of Physical Therapy. By Robert Shes- 
tack. Published by Springer Publishing Company, 
New York. 212 pages. Price $4.25. 


This small volume is intended to be of value in 
presenting the resources of physical therapy and point 
out the clinical conditions that may be benefited by 
the use of such physical measures. 

The book is divided into four general sections. The 
first is concerned briefly with the history of physical 
therapy and the ordering of physical therapeutic pro- 
cedures. The second section discusses various physi- 
cal therapy modalities from the standpoints of their 
physiological basis and applicability under clinical 
circumstances. The third section discusses the various 
medical conditions for which physical therapy may be 
employed. The final section deals with bodily move- 
ments produced by muscular action. 

The reviewer feels that the author has made an 
earnest attempt to present physical. therapy proced- 
ures in such a fashion that the average physician or 
physical therapist would be familiarized with the 
benefits derived from the use of such procedures and 
would thus be more prone to employ them. The sec- 
tion on therapeutic exercise is the best effort of the 
book. 

While the style of presentation is informal and 
permits easy reading, much of the discussion is vague, 
there is considerable repetition of material, and some 
statements represent either carelessness or confusion 
on the part of the author. Part of the vagueness 
relates to the author's intent not to discuss medical 
matters medically, yet his failure to include collabora- 
tive medical discussion leads to the unwholesome con- 
clusion that the therapist needs only to treat the diag- 
nosis. Many conditions are discussed repetitively un- 
der each modality. The axillary nerve is referred to 
as the auxiliary nerve. The autonomic ganglia are re- 
ferred to as autonomous ganglia. In discussing dia- 
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ne DONNAGESIC Extentab gives 10 to 12 hours of 
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thermy, the terms intensity and frequency are used 
interchangeably, which, of course, they are not. The 
only illustrations in the book are motor point charts 
which by now are approximately 50 years old and 
scarcely represent new information. The reviewer 
found it difficult to follow part of the material pre- 
sented, as procedures employed in treatment were 
given the same headings as the conditions described, 
a circumstance which caused the reader quickly to 
lose sight of the diagnostic entity. There is a bib- 
liography at the end of the book included apparently 
as an afterthought, as it is never referred to in the 
text proper. 

There is little new in the book. The observations 
made by the author are not original but are common 
knowledge among those who work closely in this 
field. Physical therapy and nursing students will find 
much useful information in this text. Physicians, 
graduate therapists and nurses will undoubtedly find 
helpful hints derived from the practical experiences 
of the author.—D.L.R. 


ANNOUNCEMENTS 


Course of instruction on psychiatry in occupational 
health, Institute of Industrial Health, College of 
Medicine, University of Cincinnati, March 11-15. 
Write the secretary, Kettering Laboratory, Eden and 
Bethesda Avenues, Cincinnati 19, Ohio. 


More than 100 postgraduate courses each year, 
New York University Postgraduate Medical School, 
550 First Avenue, New York 16, New York. 


Annual scientific and clinical session, American 
Congress of Physical Medicine and Rehabilitation, 
September 8-13, Hotel Statler, Los Angeles. Informa- 
tion available from the secretary, 30 North Michigan 
Avenue, Chicago 2, Illinois. 


Alumni postgraduate convention, College of Med- 
ical Evangelists School of Medicine, Los Angeles, 
March 10-14. Refresher courses, lectures, panels, ex- 
hibits. Category I credit by A.A.G.P. Information 
available from managing director, 316 North Bailey 
Street, Los Angeles 33, California. 


Twentieth annual meeting, New Orleans Graduate 
Medical Assembly, Municipal Auditorium, New Or- 
leans, March 11-14. Write the secretary, 1430 Tulane 
Avenue, New Orleans 12, Louisiana. 


Postgraduate courses on diseases of the chest, 
sponsored by Council on Postgraduate Medical Edu- 


cation of American College of Chest Physicians, 
February 25-March 1 at Mark Hopkins Hotel, San 
Francisco, and April 1-5 at Bellevue-Stratford Hotel, 
Philadelphia. Tuition $75. Write the director, 112 
East Chestnut Street, Chicago 11, Illinois. 


Annual essay contest sponsored by Mississippi Val- 
ley Medical Society. Any subject of medical or sur- 
gical interest acceptable, also medical economics and 
education. Deadline for submitting entries May 1, 
1957. Write the secretary, 209-224 W.C.U. Building, 
Quincy, Illinois. 


Ninth annual scientific assembly, American Acad- 
emy of General Practice, Kiel Auditorium, St. Louis, 
March 25-28. Congress of Delegates meeting, March 
23. Sessions of congress and social functions at 
Sheraton-Jefferson hotel. 


Fourth interim congress, Pan American Association 
of Ophthalmology, and annual meeting, National 
Society for the Prevention of Blindness, April 7-10, 
Hotel Statler, New York City. 


Winter and spring series of seminars to study up- 
take of radioiodine by the thyroid, Medical Division, 
Oak Ridge Institute of Nuclear Studies. Information 
available from ORINS Medical Division, P. O. Box 
117, Oak Ridge, Tennessee. 


Annual M. D. Anderson Hospital and Tumor 
Institute symposium on fundamental cancer research, 
University of Texas, Texas Medical Center, Houston, 
March 7-9. General subject is ‘Viruses and Tumor 
Growth.” 


Course on fractures and other trauma, Chicago 
Regional Committee on Trauma, American College 
of Surgeons, April 10-13, John B. Murphy Audi- 
torium, Chicago. Write John J. Fahey, M.D., 1791 
West Howard Street, Chicago. 


Sectional meeting, American College of Surgeons, 
New Orleans, February 4-7. Details available from 
H. Prather Saunders, M.D., 40 East Erie Street, Chi- 


cago. 


Celebration recognizing 100th anniversary, Acad- 
emy of Medicine of Cincinnati, February 27-March 
5. Exposition featuring 175 exhibits open to public. 


First American Post-Graduate Assembly in Fertil- 
ity and Sterility, May 18-3i, under sponsorship of 
New York Medical College-Metropolitan Medical 
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NASAL. 


(HYDROCORTONE® WITH PROPADRINE”Y AND NEOMYCIN) 


Anti-inflammatory— 
Decongestant—Antibacterial 


Topically applied hydrocortisone’ in therapeutic 
concentrations has been shown to afford a sig- 
nificant degree of subjective and objective im- 
provement in a high percentage of patients 
suffering from various types of rhinitis. HyprRo- 
SPRAY provides HyDROCORTONE in a concentra- 
tion of 0.1% plus a safe but potent decongestant, 
PROPADRINE, and a wide-spectrum antibiotic, 
Neomycin, with low sensitization potential. This 
combination provides a three-fold attack on the 
physiologic and pathologic manifestations of 
nasal allergies which results in a degree of relief 
that is often greater and achieved faster than 
when any one of these agents is employed alone. 
INDICATIONS: Acute and chronic rhinitis, vaso- 
motor rhinitis, perennial rhinitis and polyposis. 


SUPPLIED: In squeezable plastic spray bottles 
containing 15 cc. Hyprospray, each cc. sup- 
plying 1 mg. of HyprocorTong, 15 mg. of 

OPADRINE Hydrochloride and 5 mg. of Neo- 
mycin Sulfate (equivalent to 8.5 mg. of neo- 


mycin base). 


MERCK SHARP & DOHME 
DIVISION OF MERCK CO.. Inc. 
PHILADELPHIA PA, 


REFERENCE: 1. Silcox, L. E., A.M.A. Arch, Otolaryng. 60:431, Oct. 1954. 
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Center. Tuition $150. Registration limited. Write the available at New York Skin and Cancer Unit, New 
dean, 1249 Fifth Avenue, New York 29, New York. York University-Bellevue Medical Center. Applicants 
en apply to Director, Service of Dermatology, 330 Sec- 


Dermatologic research and teaching fellowships ond Avenue, New York 3, New York. 


CLASSIFIED ADVERTISEMENTS 


ing or learning. Regular hours. Four weeks vacation with 
pay, retirement, and other desirable working benefits. Apply 


Veterans Administration Hospital, Wichita, Kansas. 
WANTED—Skeleton. Must be in good condition. Write 2625 West Paseo, 
the JournaLt 12-56. 
FOR SALE—Complete office furniture and equipment, KANSAS CITY, MISSOURI 
three years old, excellent condition, priced to sell. Write the 
JourNnaL 9-56. 
LOCUM TENENS—General practitioner in Kansas college xk «kk * 


town wishes reliable man to assume his responsibilities, July 
1, 1957, to July 1, 1958. Practice in town with excellent hos- 
pital facilities. Well qualified consultants available. Financial 


Write the Journar 1-57. 


ali s, fully approve y Joint Commission o . sa: 
Accreditation. Salary $500 per month. Address Allan A. Craig, and associate conditions. 
M.D., Stanislaus County Hospital, Modesto, Calif. 


WANTED: Full-time staff physicians: medicine, assistant ° ° 
in urology, and radiologist. Excellent opportunities for teach- The Neurological Hospital 


arrangement attractive. Quarters for family can be arranged. A voluntary hospital providing the care and 
POSITION VACANCY, GENERAL PRACTICE RESI- treatment of nervous and mental patients 


Topeka, Joplin, Kansas City, St. Joseph 


GOETZE NIEMER CO 


Nationally advertised Surgical Supplies and Equipment for your convenience at 


Traditions established during 60 years management by Dr. W. F. Goetze (AMA) assures intelligent servicing of your orders 


ANNUAL CLINICAL CONFERENCE 


CHICAGO MEDICAL SOCIETY 
March 5, 6, 7 and 8, 1957 


Palmer House, Chicago 


Daily Half-Hour Lectures by Outstanding Teachers and Speakers on subjects of interest to 
both general practitioner and specialist 


Panels on Timely Topics Daily Teaching Demonstrations 
Medical Color Telecasts 
Scientific Exhibits worthy of real study and helpful and time-saving Technical Exhibits 
The Chicago Medical Society Annual Clinical Conference should be a MUST on ‘he 


calendar of every physician. Plan now to attend and make your reservation.at. the 
Palmer House. 
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200 mg. (3 grains) 
Phenacetin 150 mg. (212 grains) 1 or 2 tablets. 
BONO occ 30 mg. (¥2 grain) Narcotic blank required. 


Demerol hydrochloride... 30 mg. (12 grain) 


Potentiated Pain Relief 


WINTHROP LABORATORIES 
New York 18, N.Y. ¢ Windsor, Ont. 
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UNIVERSITY OF KANSAS SCHOOL OF MEDICINE 


Postgraduate Medical Study 


RADIOLOGY AND RADIOACTIVE ISOTOPES 
February 11, 12, 13 and 14, 1957 


Guest Instructors: 

D. MURRAY ANGEVINE, M.D., University of Wisconsin 

JOHN A. CAMPBELL, M.D., Indiana University 

VINCENT P. COLLINS, M.D., Baylor University 

JUAN A. DEL REGATO, M.D., University of Colorado 

C. R. GRIFFITH, Westinghouse Electric Corp. 

EDWARD B. D. NEUHAUSER, M.D., Harvard University 

EUGENE P. PENDERGRASS, M.D., University of Pennsyl- 
vania 

ROBERT F. SCHILLING, M.D., University of Wisconsin 

M. PAUL STARR, M.D., University of Southern California 

DONALD H. STEINWEG, Westinghouse Electric Corp. 

CLYDE A. STEVENSON, M.D., Spokane, Wash. 

HOMER L. HIEBERT, M.D., Topeka, Kans. 

LOUIS A. SCARPELLINO, M.D., Kansas City, Mo. 

BLAKE A. WILLIAMSON, LL.B., Kansas City, Kans. 


Fee—$45.00 
For program announcement, write: 


THE HEART: CARDIAC ARRHYTHMIAS 
February 25 and 26, 1957 


Guest Instructors: 

SAMUEL BELLET, M.D., University of Pennsylvania and 
Women's Medical College of Pennsylvania 

HERMAN K. HELLERSTEIN, M.D., Western Reserve 
University 

CALVIN F. KAY, M.D., University of Pennsylvania 

R. BRUCE LOGUE, M.D., Emory University 


Fee—$30.00 


NEUROLOGY 
February 27 and 28, 1957 


Guest Instructors: 

JOE R. BROWN, M.D., The Mayo Foundation, University 
of Minnesota 

JOSEPH M. FOLEY, M.D., Harvard University 

a rg R. MILLER, M.D., Winfield State Training 
School. 

JOHN A. SEGERSON, M.D., The Menninger Foundation 

Fee—$30.00 


DEPARTMENT OF POSTGRADUATE MEDICAL EDUCATION 
University of Kansas Medical Center 
Kansas City 12, Kansas 
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MARCH OF DIMES 


INFANTILE 
PARALYSIS 


JANUARY 2-31 


Protection Against Loss of Income From Accident and Sickness 
as Well as Hospital Expense Benefits for You and All Your 
Eligible Dependents. : 


ALL PHYSICIANS 
SURGEONS 


COME FROM DENTISTS 


PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 2, NEBRASKA 
Since 1902 


Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 


Artificial Limbs y 
Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
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urgica Made to Order in 
Corsets Our Own Factory 


P. W. HANICKE MFG. CO. 
1009 McGee St. VI 2-4750 
KANSAS CITY, MO. 


Yours for a Constructive, Dignified Col- 
lection Service 


THE. KANSAS 
MEDICAL ARTS BUREAU 
Division of The 
Business Men's Adjustment 
Service 


931 KANSAS PH. 3-4127 


TOPEKA, KANSAS 


A Bonded Collection Agency 
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Our New Location 


Medical Arts Building 
Tenth and Horne Sts. 
Topeka, Kansas 


Across the Street From 
Stormont-Vail Hospital 


Retail Store—1st Floor 
Physicians and Hospital 
Supply Store in the Basement 


Munns Medical Supply Co. 


Telephone 5-5383 


THE LATTIMORE-FINK 
LABORATORIES 


Topeka — El Dorado 
Kansas 


J. L. Lattimore, A.B., M.D., Pathologist 
A. A. Fink, A.B., M.D., Pathologist 

Ralph S. McCants, A.B., M.D., Pathologist 
H. C. Ebendorf, M.T., Serologist 

A. C. Keith, B.S., Chemist 

L. W. Hull, A.B., Bacteriologist 

Walter Norris, A.B., Chemist 


Anatomical and Clinical 
Pathology 


Containers Furnished Upon Request 


"The Doctor and the Law" 
prepared by our Law Department 
keeps policyholders informed 
on reducing malpractice expense. 


TOPEKA Office: 


R. E. McCurdy, Rep., 
P. O. Box 871 


Telephone 2-3027 


PATENTED ARCH SUPPORT CONSTRU C- 
TION — WiDE STEEL SHANK IMBEDDED 
iN PLASTIC COMPOUND * 


@ Insole extension and wedge af inner corner of 
heel where support is most needed. 

%& The patented arch support construction is guaran- 
teed not to break down. 

@ Innersoles guaranteed not to crack or collapse. 

@ Foot-so-Port lasts designed and the shoe construc- 
tion engineered with orthopedic advice. 

®@ Conductive Shoes for surgical and operating room 
personnel. N.B.F.U. specifications. 

@ We are also the manufacturer of the Gear-Action 
Shoe designed by noted orthopedic surgeon. 

@ We make more shoes for polio, club feet and dis- 
abled feet than any other shoe manufacturer. 


oom for free booklet, ' “The Preservation of the Function of the 
g and Sy g the Shoe with the Foot."’ 


Write for details or contact your local FOOT-SO-PORT 
Shoe Agency. Refer to your Classified Directory 


Foot-so-Port Shoe pr Oconomowoc, Wis. 


& A Division of A Shoe Company a 
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Everything for the Laboratory 


SOUTHWEST SCIENTIFIC 
CORPORATION 


LABORATORY SUPPLIES AND EQUIPMENT 


122 South St. Francis Street 


Phone 2-0582 Wichita, Kansas 


Surgical Supports, Deformity 
Braces, Trusses, Polio Splints, 
Elastic Hose 


Wheel Chairs—Hospital Beds—Invalid Walk- 


ers—Sick Room Equipment 


* PETRO'S SURGICAL AND x 
ORTHOPEDIC APPLIANCES 


618-20 Quincy Topeka, Kans. Phone 40207 


Prairie View Hospital 
Newton, Kansas 


Emphasizing a therapeutic milieu and 
psychotherapy. A non-profit psychiatric 
service of the Mennonite Central Com- 
mittee. 


SECLUSION MATERNITY 
FAIRMOUNT 
HOSPITAL 


For Unmarried Girls 
Est. 1909 


fm Private sanitarium with 
= certified obstetrician in 
charge. Folder fully de- 
Write for information scribing 
on request. rly en- 
HELEN AMOS trance advised. 

4911 East 27th St. Rates reasonable. In 
Kansas City, Mo. certain cases work given 

Phone: WA. 3-3577. to reduce expenses. 


Child Psychiatry Service 
THE MENNINGER CLINIC 


THE SOUTHARD SCHOOL 


A residential school for elementary grade 
children with emotional and behavior 


problems. 


THE CHILDREN’S CLINIC 


Outpatient psychiatric and neurologic 
evaluation of infants and children to 
eighteen years. 


J. COTTER HIRSCHBERG, M.D., Director—Topeka, Kansas; Telephone 3-6494 


Each Tite-Coat Red Tablet Contains: 

Extracts of Whole Bile (Equal parts Ox and 
Hog) 

Ketocholanic Acids (Oxidized or keto form of 
normally occurring bile acids containing ap- 
proximately 93% dehydrocholic acid) 

Methyl Cellulose 

Homatropine Methylbromide 

(In bottles of 100 and 1000 tablets.) 


@ more effective... fora 
longer period of time 
@ specially coated to prevent 
gastric disturbance 
@ lower cost than most bile 
acid preparations that 
have only a single purpose 
SAMPLES AND LITERATURE ON REQUEST 
SUTLIFF & CASE CO., INC. 


Pharmaceutical Specialties 
PEORIA, ILLINOIS 


: 
=> 
: 
iv 
Amore complete gall bladcer regimen in a single tablet... 
=< 
j 
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EVERY WOMAN 
WHO SUFFERS 
IN THE 
MENOPAUSE 
DESERVES 
4 "PREMARIN: 
widely used 


natural, oral 


estrogen 


AYERST LABORATORIES 
New York, N.¥. © Montreal, Canada 
5645 
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The Merchants 
Finance Corporation, Inc. 


Announces: 


A service to aid physicians and hospitals to rapidly 
liquidate slow-paying and past-due accounts at a very 
low cost. 

We go beyond the conventionalized method and 
offer the debtors a constructive plan to discharge their 
debts. You are invited to participate in its benefits. 

Full Details Readily Supplied 
MERCHANTS FINANCE CORPORATION, INC. 
BENNETT BLDG., OTTAWA, KANSAS 
A Kansas Corporation 
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a true calmative +x 
ostyn 


Ectylurea, AMES 


the power of gentleness 


helps patients face everyday anxieties and tensions 


“,..mild action promotes an over-all calmness...”* 


New and Different * not a hypnotic-sedative—unrelated to any available chemo- 
psychotherapeutic agent * no evidence of cumulation or habituation * does not cause 
gastric hyperacidity * unusually wide margin of safety—no significant side effects 


Dosage: 150-300 mg. three or four times daily. 
Supplied: 300 mg. scored tablets, bottles of 48. 


*Ferguson, J. T.: J. Am. Geriatrics Soc. 4:1080, 1956. 


/\) AMES COMPANY,INC + ELKHART, INDIANA 
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for relief of daily tensions... 
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000 patients 


announcing 


Compazine 


a further advance in psychopharmacology 


a true “tranquilizer” with specific 
action in psychic and psychosomatic 


conditions 


indicated in mental and emotional 
disturbances — mild and moderate — 


encountered in everyday practice 


available in 5 mg. tablets 


minimal side effects 
Few drugs have been so thoroughly studied before introduction 
or introduced with such a substantial background of clinical 
experience. 


In the more than 12,000 cases treated with ‘Compazine’ here and 
abroad, and in experimental studies at very high dosage, no blood 
change or jaundice attributable to ‘Compazine’ was observed. 


Smith, Kline & French Laboratories, Philadelphia 1 
_* Trademark for proclorperazine, S.K.F. 
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